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INTERNAL MAMMARY ARTERY LIGATION IN 
CARDIAC DISEASE * 


JAMES E. KNIGHTON, M.D. 
Shreveport 


Now and again one hears of a procedure 
or technique which is advocated for the 
treatment of a medical condition and which 
is simple and relatively innocuous, beset 
with little or no danger, and for which 
the results claimed are unbelievably good. 
Only very rarely does the originator of 
such a procedure find that his work is ac- 
cepted and his prediction of results con- 
firmed. Much more frequently observation 
and clinical application disprove the ten- 
tative conclusions, and the procedure is 
either abandoned entirely, or continued in 
use as an adjunct to another procedure with 
advantageous result. 

Within recent years we have been given 
the proposition of internal mammary ar- 
tery ligation in the treatment of angina pec- 
toris and other forms of cardiac disease. 
The procedure is simple enough in the hands 
of a competent operator to be carried out 
in the presence of even the most serious 
types of cardiac disease, and the results 
reported are surely unbelievably good. 
Mammary artery ligation has reached the 
stage of fairly widespread clinical appli- 
cation. When adequate periods of observa- 
tion have been had with representative ser- 
ies of cases the true picture of the value of 
this procedure will evolve. This communica- 
tion is not meant to furnish the answer to 
the problem, but is designed to be only one 
of the needed reports. 


* Presented at the Seventy-eighth Annual meet- 


ing of the Louisiana State Medical 
Shreveport, May 7, 1958. 


Society, 


BASIC EXPERIMENTAL AND CLINICAL 
OBSERVATIONS 


Consideration of the subject under dis- 
cussion began with the suggestion by Italian 
workers that the myocardial circulation 
could not be considered as exclusively ter- 
minal and that some anastomoses with. 
other vascular districts should be present. 
This led to the assumption that a continuous 
vascular network of the subserosal, parie- 
tal, and visceral layers might exist. An at- 
tempt to demonstrate anatomically the 
existence of anastomoses between the cir- 
culatory districts of the internal mammary 
and coronary arteries met with but little 
success. Radiopaque substances were in- 
jected into the mammary arteries and were 
visualized in some of the small branches in 
the periaortic and peripulmonary areas. 
With this little encouragement the hypothe- 
sis was advanced that creation of hyperten- 
sion in the vascular district of the internal 
mammary arteries should influence favor- 
ably the arterial circulation of the myo- 
cardium. The obvious method of creating 
such hypertension was by ligation of the 
internal mammary arteries distal to the 
origin of the pericardiophrenic branch. An- 
atomically this point of ligature would be 
in the second interspace. At this stage of 
investigation one patient was subjected to 
the operation. He had suffered infarc- 
tions every few months for several years, 
but was alive and had experienced no fur- 
ther infarction during the two year period 
after surgery. 
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With this basic data these workers pro- 
ceeded with anatomical-surgical studies on 
cadavers and experimental studies on dogs. 
In both groups of subjects injection of suit- 
able material into the internal mammary 
arteries at the level of the second interspace, 
with prior ligation above and below this 
level, resulted in demonstration of the in- 
jected material in the periaortic and peri- 
pulmonary branches and those of the epicar- 
dial fat. Only in the group of dogs was 
it noted that nearly always there was also 
injected material in the coronary branches. 

On the basis of these observations the 
procedure of bilateral internal mammary 
artery ligation was considered to be worthy 
of clinical application. The results which 
were obtained will be mentioned later. 

In this country Dr. Robert P. Glover of 
Philadelphia has done extensive experi- 
mental and clinical work in this field. He 
further verified the existence of a signifi- 
cant communication between the internal 
mammary and coronary arterial systems 
by injection studies in a series of normal 
dogs. He reported results of these studies 
as follows: 


“1. Significant quantities of dye (Evans blue, 
flourescein and I 1%! injected into the internal 
mammary arteries at the level of the pericardio- 
phrenic arteries were visualized in all animals 
in the small vessels throughout the parietal peri- 
cardium, in the mediastinal pleura and fat; 
around the base of the aorta and pulmonary artery 
and cavae; in the walls of the atria; in the epi- 
cardial fat over the atrioventricular grooves and 
repeatedly in the small plexuses of vessels under- 
lying the epicardium. In one instance the entire 
thickness of the left ventricular myocardium was 
stained with dye even out into the base of the 
papillary muscles. 

“2. Gross dye mixed with blood was observed 
to flow from the distal ends of the transected 
circumflex or anterior descending artery in those 
dogs so prepared. 

“3. Radioactive iodine was found in the venous 
specimens removed from the coronary sinus in 
increasing amounts with the usual peak reached 
from five to ten minutes after injection. The peak 
was somewhat variable, but for the most part 
followed a set pattern. 

“4. One centimenter segments of left ventricu- 
lar myocardium and the posterior interventricular 
septum were routinely found to contain radio- 
active iodine. 

“5. The source of this extracardiac arterial 
supply by the conditions of the experiment could 
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only be by way of the pericardiophrenic artery 
to the parietal pericardium, thence to the myo- 
cardium under the epicardium along the roots 
of the great vessels and at the reflections of the 
pericardium.” 


In a later series of animal experiments 
Glover attempted to evaluate the degree of 
protection afforded the animal by previous 
ligation of the internal mammary arteries 
when subjected to sudden, acute myocardial 
infarction by ligation of the anterior de- 
scending coronary artery at its origin. He 
points out the technical care which must 
be exercised in producing the desired uni- 
form infarction in that the septal branch 
must be spared, and the first branch of the 
anterior descending artery must be ligated 
separately if it has an anomalous origin. 
Myocardial infarction was produced in the 
same manner with the control group and 
with the “protected” group. In the “protect- 
ed” group of dogs ligation of the internal 
mammary arteries was carried out with 
intervals of five to forty-five minutes, 
twenty-four and forty-eight hours prior to 
ligation of the anterior descending coro- 
nary. 

In the control group of 14 dogs there 
were 14 fatalities. Nine dogs died of ventri- 
cular fibrillation in periods of from five to 
twenty minutes, 4 others died within twen- 
ty-four hours, and 1 survived for two weeks, 
only to die in pulmonary edema. The “pro- 
tected” group numbered 19 animals. Of 
these 4 died within a few minutes of ven- 
tricular fibrillation. Efforts to resuscitate 
such members of both groups by massage 
and defibrillation were of no avail. Four 
other dogs in the “protected” group died 
within twenty-four hours. Eleven dogs (58 
per cent) lived five or more days, and 7 
(36 per cent) recovered completely. The 
interval of time between ligation of the 
mammary arteries and the production of 
infarction made no appreciable difference 
in the degree of protection provided. 

Let us consider the results obtained by 
the clinical application of bilateral internal 
mammary artery ligation. Battezzati, Tag- 
liaferro and De Marchi' in a preliminary 
paper, in 1955, reported a total of 25 of 
their patients and mentioned a series of 
7 cases of another author. In their series 
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11 had had infarctions, 8 of which were 
old, the others having occurred two and five 
days, and three weeks, respectively, prior 
to the surgical procedure. They reported 
that anginal pain subsided in all patients 
and did not recur when normal activity was 
resumed. Dyspnea and other signs of myo- 
cardial insufficiency disappeared in 7 of the 
8 patients who had presented these findings. 
Electrocardiographic evidence of myocardi- 
al ischemia was markedly modified or clear- 
ed entirely, and the improvement was main- 
tained. Favorable alterations of the ballisto- 
cardiographic changes were also noted in 
most cases. It was further reported that in 
addition to the loss of anginal phenomena 
all the patients reported a normal sense of 
well being. 

In January 1957, Tagliaferro and 
Franca” reported a series of 70 patients. 
Again there was relief of anginal pain, im- 
provement in electrocardiographic and 
ballistocardiographic findings, improve- 
ment in dyspnea and other signs of myocar- 
dial insufficiency, where these had existed. 
There was reduction of heart size in 6 of 
the 8 which had presented enlargement, 
and definite subjective improvement in 
all cases. 

Glover * in November 1957, reported a 
series of 77 patients upon whom this sur- 
gical procedure had been carried out. His 
criteria for surgery was the presence of 
organic coronary insufficiency with angina 
pectoris, and the patients fell into three 
categories: 

“1. Angina pectoris due to coronary insuffi- 
ciency (arteriosclerotic or hypertensive) primarily 
after proved infarction, occasionally without 
proved antecedent infarction. 

“2. Arteriosclerotic heart disease with coronary 
insufficiency resulting in myocardial insufficien- 
cy; (a) episodic heart failure, (b) arrhythmias. 

“3. Hemodynamic coronary insufficiency (an- 
gina) due to aortic valvular disease. True coronary 
artery sclerotic changes may well be absent in 
this group.” 

Fifty of Glover’s cases were carefully 
followed for periods of from one to five 
months, and evaluation of the results was 
made, not by Dr. Glover, but by one of the 
cardiologists associated with him. Analysis 
of these cases showed that 34 (68 per cent) 
had been clinically improved in that they 
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had had no angina after surgery (18 pa- 
tients, 36 per cent), or had experienced 
fewer and less severe episodes of pain (17 
patients, 32 per cent). In most instances 
improvement or abolition of pain and dis- 
comfort was immediate, in some a period of 
forty-eight to seventy-two hours was re- 
quired, and in a few seven to ten days 
passed before complete results were noted. 
In 11 patients (22 per cent) no lasting 
clinical improvement could be found al- 
though some of those seemed improved for 
a while. At the time of the report 5 of the 
patients had died, 3 of whom survived less 
than one month after surgery. All of the 
deaths were to be expected on the basis of 
the conditions which existed, but in only 
one instance could the surgical procedure be 
incriminated. In this case the operation 
might well have been deferred because of 
the very poor condition of the patient, but 
under the circumstances the hopeless out- 
look was weighed against the possibility 
of improvement with surgical treatment. 
After a stormy time during the operation 
the patient died in the recovery room. Au- 
topsy showed advanced coronary athero- 
sclerosis with multiple small posterior and 
septal infarctions. 

As a participant in a symposium in a 
recent meeting, Glover stated that his series 
now numbers 100 cases, 73 per cent of 
whom had shown improvement. This was 
graded as slight in 23 per cent, moderate in 
28 per cent, and marked in 22 per cent. He 
stated that 700 cases in medical literature 
had reported improvement in from 70 to 
75 per cent. 

Regarding objective evidence of im- 
provement, Glover finds himself in the same 
blind alley occupied by other workers in 
the field of investigation of coronary artery 
disease and blood flow. No instrument is 
available for their accurate measurement 
and documentation. He does report evidence 
of improvement in the electrocardiograms 
and/or ballistocardiograms in 42 per cent 
as against 68 per cent of the patients who 
showed clinical improvement. He feels that 
this discrepancy might have been narrowed 
had it been possible to obtain ballistocardio- 
grams on all of the patients (instead of only 
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20) with a postoperative period of a month 
or more instead of the routine observation 
on the sixth day. 

PRESENT SERIES OF 19 CASES 

The series herein to be reported com- 
prises 19 patients, 14 of whom were males 
and 5 females. The youngest was thirty- 
seven years of age, 1 was forty-one, 4 were 
in the fifties, 12 were from sixty to sixty- 
seven, and 1 was seventy-six years of age. 
Our indications for surgery were the same 
as those previously outlined by Glover, ex- 
cept that, at least in our first 6 cases, we 
added the stipulation that no progress was 
being made and degeneration of the con- 
dition was being observed despite our best 
efforts. 

All of the patients suffered angina, most 
of them in severe and disabling form. Two 
presented chronic myocardial failure secon- 
dary to coronary arteriosclerosis and 1 of 
these had repeated serious exacerbations 
and chronic auricular fibrillation. Eleven 
of the cases presented clear-cut evidence 
of infarctions, 4 of which were anterior, 
1 antero-lateral, and the remainder poster- 
ior. None of the patients exhibited cardio- 
megaly, and only 2 were hypertensive. 
Three others had blood pressures which 
were labile and at times elevated, and 1 
had had hypertension on occasion in pre- 
vious years. One patient had been subject 
to bronchial asthma for more than thirty 
years. Four were diabetic, 3 of whom were 
well controlled and the other a newly dis- 
covered case. The only other complicating 
condition was 1 instance of quite wide- 
spread gouty arthritis. 

With the recommendation for internal 
mammary artery ligation these patients 
were promised nothing. They were given 
a simple description of the procedure, re- 
assurance that no unfavorable result or 
complication would be expected, and they 
were told that in reported cases more than 
half of the patients had experienced relief, 
the degree of which had varied from little to 
marked. In order to minimize psychic over- 
lay, they were told further that the opera- 
tion was being recommended equally as 
much for possible improvement of myocar- 
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dial circulation in the future as for imme- 
diate relief of pain. 
RESULTS 

As had been the case with every series 
reported, objective proof of effectiveness 
of this surgical procedure is most difficult 
to demonstrate. All that we can offer is 
that in 7 cases (36 per cent) there were 
changes in the postoperative electrocardio- 
grams which were considered to reflect 
improvement. These changes varied from 
only increase in amplitude of T waves to 
transition from inversion to normal, but 
in only 3 cases were the changes more than 
slight. In contrast to this there were 7 
instances in which the electrocardiograms 
were morphologically unchanged. Another 
case showed no alteration of the tracing 
but ectopic beats were reduced in number, 
while the case with fibrillation showed no 
change of any kind. 

Of the cases showing no change, in 3 the 
electrocardiograms were abnormal only 
during anginal episodes or during the Mas- 
ter’s two step test. This test has not been 
repeated postoperatively in the one, and in 
the other 2 the marked RS-T segment and 
T wave alterations during angina persisted 
after surgery. In 3 instances there were no 
pre-infarction cardiograms for comparison, 
but of these 2 presented very minimal resid- 
ual evidence of infarction, while the third 
presented an average degree of permanent 
change. 

The follow-up period in this group varies 
from one and one-half to more than twelve 
months, with the average being just under 
six months. There was no operative mortali- 
ty and very little morbidity with the excep- 
tion of one wound infection. Sixteen of the 
patients are living and 3 have died. 

The first death was in the case of a 
65 year old female, classified as arterio- 
sclerotic heart disease with angina, myo- 
cardial failure, and auricular fibrillation. 
She had not had an infarction. She had 
been incapacitated for two years prior to 
operation, and had been in critical con- 
dition on several occasions. She survived 
for seven months postoperatively, continued 
to have fibrillation and chronic myocardial 
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failure but did complain less of pain. She 
died of myocardial failure. 

The second death was that of a 61 year 
old man. He was a well controlled diabetic, 
but had had digestive symptoms for several 
years. Electrocardiographic proof of coro- 
nary disease was lacking until six weeks 
prior to operation. At that time we also 
were able to elicit the history of retrosternal 
pain on exertion. Later he was having pain 
while at rest, coming on even during sleep. 
Ligation of the mammary arteries was per- 
formed on December 16, 1957, and in retro- 
spect we know that he was suffering an in- 
farction at that time without undue pain 
and with no shock. He made a very good 
recovery and on discharge on January 
31, complained only of postprandial gas for- 
mation. During the night of March 5, 1958, 
(two and one-half months after operation) 
he again experienced severe chest pain and 
returned to the hospital. Upon arrival he 
was comfortable, his electrocardiogram in- 
dicated no acute situation, and he had a 
comfortable day. Shortly after his supper 
he died suddenly. Autopsy revealed old and 
new infarcts both involving the septum. 
The old one also extended into the anterior 
wall of the left ventricle. The coronary ar- 
teries showed moderate to marked arterio- 
sclerosis with narrowing that varied from 
50 to apparently 100 per cent. The appar- 
ently complete occlusion was present in 
the right circumflex and left anterior de- 
scending coronary. The pathologist com- 
mented on the prominence of the left in- 
ternal mammary artery with its branches 
fanning out over the pericardium. Injection 
studies were not possible, and no communi- 
cation between the mammary branches and 
myocardial blood supply was discernible 
grossly. 

The third fatality in the group was a 37 
year old female physician who had recently 
given up public health work to enter private 
practice. History of angina dated back only 
six months, but attacks were severe and 
frequent, and only limited relief was ob- 
tained with nitroglycerin. The electrocar- 
diogram which was essentially normal was 
markedly distorted during anginal episodes, 
and despite the pleas and persistent urging 
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of her attending physician and consultants 
she refused to remain at rest, continued to 
take nitrogycerin and other vaso-dilators 
freely and carried on her office work. Six 
weeks after surgery she died suddenly while 
seeing a patient. 

Obviously, poor results were obtained in 
the above 3 cases. Two others are classified 
as clinically unimproved because of the 
fact that despite definite improvement in 
symptomatology it is impossible to elimi- 
nate the effects of improved habits and 
medication as factors. Thus in 5 cases (26.3 
per cent) no benefit is claimed as a result 
of the surgical procedure. 

On the other hand 6 patients (31.5 per 
cent ) are asymptomatic insofar as the car- 
diac disease is concerned after periods of 
from six weeks to nine months. Four of 
these had infarctions from two to ten 
months prior to operation. The remaining 
8 patients (42.1 per cent) have presented 
improvement of at least moderate degree 
and half of these should be listed as nothing 
less than marked. In this group 5 had suf- 
tered infarctions, 4 had experienced myo- 
cardial failure, and in all angina had been 
a prominent symptom. 

This subjective appraisal of improvement 
is based upon such experiences as the fol- 
lowing: 

Case No. 3 had no postoperative pain. 
After nine months he has pain only on 
walking fast. He takes no nitroglycerin, 
because relief comes as soon as his gait is 
slowed. 

Case No. 4 carries nitroglycerin and dem- 
erol tablets but has not used either for more 
than six months. During the first three 
months he suffered two serious episodes, 
each of which followed dietary indiscretion. 
This patient presented the most marked 
electrocardiographic improvement. 

Case No. 5 could not walk a block without 
stopping and taking nitroglycerin at least 
twice. Now takes nitroglycerin rarely— 
none for six weeks prior to last examination. 

Case No. 9 made an excellent recovery 
after infarction with no recurrence of pain. 
Myocardial failure controlled with digitalis. 
Carries on his regular work as an executive. 

Case No. 1 probably accounts for our 
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continued interest in this procedure. He is 
66 years of age, suffered a massive anterior 
infarction in February 1956, continued to 
have angina through the year, and had 
near fatal myocardial failure in January 
1957. Internal mammary artery ligation 
was done in April 1957. During the fourteen 
months prior to operation he had spent 118 
hospital days with us, plus another period 
of hospitalization nearer his home. He was 
discharged on the tenth postoperative day 
and has not been readmitted. He takes 
digitalis and peritrate, but has no pain, is 
active, and enjoys life. 
SUMMARY 

Basic experimental and clinical observa- 
tions pertaining to the use of bilateral li- 
gation of the internal mammary arteries 
in the treatment of certain types of cardiac 
disease are reviewed. 

A series of 19 cases in which this pro- 
cedure was carried out is reported. All of 
the patients presented angina, 11 had suf- 
fered infarction, and 5 had either episodal 
or chronic myocardial failure. Follow-up 
ranged from six weeks to more than twelve 
months. 

Objective evidence in the form of im- 
provement in postoperative electrocardio- 
grams was noted in only 7 cases (36 per 
cent). 

No clinical improvement was noted in 
5 patients (26.3 per cent), 3 of whom have 
died. 

Six patients (31.5 per cent) are asympto- 
matic insofar as the cardiac condition is 
concerned. 

Eight patients (42.1 per cent) have pre- 
sented very definite clinical improvement 
which could be classified as from moderate 
to marked. 


Subjective experiences of several of the 
patients have been noted. 
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CONCLUSION 

This small group of patients has provided 
the author with some real disappointments 
and some very agreeable surprises. 

It remains a fact there is no method avail- 
able to measure objectively and document 
coronary circulation, impediments or im- 
provement therein, and results of surgical 
measures designed to aid the narrowed or 
obstructed coronaries. Editorial comment 
in the New England Journal of Medicine 
suggests that the procedure of internal 
mammary artery ligation should be with- 
held until such time as coronary blood flow 
can be objectively measured. Observation 
of the patients in the group reported has 
convinced me that to follow the above sug- 
gestion would be a mistake. Improvement 
experienced by a fairly high percentage of 
patients justifies continued use of the pro- 
cedure, and only after continued use and 
careful observation of a great many pa- 
tients will the true value of this operation 
be known. My opinion at present is that de- 
spite results which look very favorable, in- 
ternal mammary artery ligation is not the 
final answer, and that the operation will 
eventually find its place as a valuable ad- 
junct to some other procedure. It might be 
predicted that even then there will be no 
accurate method for objective measurement 
of improvement. 
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AROBON THERAPY IN THE OFFICE MANAGEMENT 
OF THE DIARRHEAS OF EARLY LIFE * 


EDWIN A. SOCOLA, M.D. 


New Orleans 


The education of the public to better nu- 
trition of infants and young children and 
to higher standards of general hygiene and 
sanitation has contributed greatly to the 
lowering of the mortality rate from diar- 
rhea. The treatment of the severe cases by 
fluid and electrolyte replacement as well 
as the proper use of antibiotics, has certain- 
ly been a great step forward from the bis- 
muth, paregoric and barley water days of 
a few decades ago. In spite of these newer 
scientific measures, diarrhea still remains 
a problem in some sections of this country. 

CLASSIFICATION 

The diarrheas of infancy and childhood 
can be divided into the following groups :— 

1. Simple (Non-infectious, dietetic) 

2. Parenteral 

3. Infectious 

a. Bacterial 
b. Protozoal 
ce. Virus 
4. Diseases associated with diarrhea 
(celiac disease) 
5. Miscellaneous (nervous, allergic, etc.) 

The simple diarrheas are those non-in- 
fectious diarrheas caused by a dietary in- 
discretion (mechanical) or the inability of 
the infant or child to digest some part of 
the diet (fermentative-carbohydrate or pro- 
tein-putrefactive). 

The parenteral diarrheas may be defined 
as those caused by an infection outside of 
the digestive tract, such as otitis media, 
urinary infections, pneumonitis, etc. 

The infectious diarrheas present an in- 
fection in the digestive tract caused by (1) 
bacteria, such as strains of B. dysenteriae 
or salmonella, etc.; (2) Endameba histoly- 
tica and other protozoal incitants; (3) or 
of virus origin. 

CHOICE OF THERAPY 

In the determination of the proper thera- 
py to be initiated, the clinical classification 
of the diarrheas into mild, moderately se- 

*Presented at the Seventy-eighth Annual 
Meeting of the Louisiana State Medical Society, 
May 7, 1958, Shreveport. 


vere, and severe is acceptable. By the study 
of the signs and symptoms present, ‘such 
as dehydration, toxic symptoms (hy- 
perpyrexia, circulatory disturbances with 
anoxia of the _ tissue, meningismus, 
shock), vomiting, and the blood chem- 
istry findings, the severity of the diar- 
rhea can be rapidly estimated and proper 
treatment instituted. In the severe forms, 
intravenous correction of dehydration and 
electrolyte depletion is imperative, trans- 
fusion for shock, and antibiotic therapy 
when infection is present are spectacular 
life saving therapeutic measures. If the de- 
hydration and the electrolyte loss, as well 
as the vomiting are minor in character, and 
the blood chemistry findings are only slight- 
ly altered from the normal—the so-called. 
moderately severe cases—response to oral 
hydration will often suffice without resort 
to intravenous therapy. Darrow emphasizes 
that practically no deaths occur from diar- 
rhea without the development of dehydra- 
tion and that by the replacement of water 
and electrolyte loss, the mortality figures 
can be kept very low. In the mild cases of 
diarrhea, dehydration and toxic symptoms 
are absent and vomiting, if present, is only 
slight. 

The practitioner in the office, in the 
home, or in the clinic encounters a large 
variety of mild or moderately severe diar- 
rheas. If these little patients remain un- 
treated or are improperly managed, severe 
fluid and electrolyte loss can result and the 
clinical status can rapidly change from 
mild to severe. From the economic stand- 
point as well as for the welfare of the pa- 
tient prompt correction is therefore most 
desirable. As soon as the vomiting, if pre- 
sent, has been corrected, the use of an anti- 
diarrheal dietetic agent should be consider- 
ed. The essayist, accordingly, studied 74 
cases of diarrhea, mostly in the office, in the 
period between December 1, 1955, and No- 
vember 30, 1956, using processed powdered 
carob flour, arobon, as the corrective di- 
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etetic agent. 

Carob flour is obtained from the fruit of 
the carob tree (Ceratonia siliaua), which 
is found in the Mediterranean countries. 
The fruit, commonly known as St. John’s 
Bread, has been described as a pod 8 to 25 
cm. in length, 2 to 4 cm. broad, and 5 to 
10 cm. thick. The outer covering is rather 
hard and coarse but the pulp is yellow and 
rather sweet. The carob flour has been pro- 
cessed with starch into the product, Aro- 
bon.* The chemical composition of this 
product is shown in Table 1. 

Although the use of the fruit of the carob 
tree dates back to biblical times, Ramos 


TABLE 1 


22.0 


Hemicellulose, pectin, lignin 

Starch 15.0 
Crude fiber 3.0 
Sucrose and reducing sugars 50.5 
Protein 3.5 
Fat 0.5 
Minerals 2.0 
Moisture 3.5 


100 gms. furnishes 270 calories 
Calories per gm = 2.7 cal. 

Calories per teaspoonful = 7 cal. 
Calories per tablespoonful = 21 cal. 
Each 100 gms. of arobon furnishes: 





860 mg. potassium 

20 mg. sodium 

80 mg. phosphorus 

190 mg. chloride ion + 

‘Nestles Company, Inc.—Pitman Moore 


of Barcelona, in 1941, noted that the child- 
ren of the poorer classes, who ate the fruit 
seldom suffered from diarrhea. In contra- 
distinction, the children of the more pros- 
perous classes, who avoided the fruit, were 
much more subject to diarrheal disturb- 
ances. Ramos accordingly began to use car- 
ob flour in the treatment of diarrhea and 
was rewarded with successful results. Var- 
ious Spanish and other European pediatri- 
cians also experimented with carob flour 
and found it an efficient antidiarrheal 
agent. Canadian and American investiga- 
tors have similarly reported equally good 
results so that today carob flour has re- 
ceived world-wide recognition. 

Mode of action: Arobon rapidly reduces 
the number and improves the consistency of 
the stools, thus minimizing dehydration 
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and further loss of electrolytes by the bowel 
route. This has been attributed to the high 
hemicellulose, pectin and lignin content of 
arobon. At the same time the relatively high 
electrolyte content of arobon (100 grams 
of arobon furnishes 860 mg. of potassium, 
20 mg. of sodium, 80 mg. of phosphorus 
and 190 mg. of chloride ion) provides an 
intake of these elements to combat the pre- 
vious loss. 


The high lignin content of arobon pro- 
vides a high buffering power and the high 
carbohydrate content (50.5 percent) serves 
to prevent acidosis. Fructose is the pre- 
dominating carbohydrate and the other nat- 
ural fruit products are readily resorbed 
and non-fermentable. Neyroud has shown 
that arobon produces a change in the in- 
testinal bacterial flora, while Tolentino 
demonstrated the adsorptive action of aro- 
bon not only on bacteria but also on the 
toxins of hemolytic staphylococci and enter- 
ococci. 

In severe cases of diarrhea, chemo and 
antibiotic therapy can be combined with 
arobon. Recently the preparation, Intro- 
mycin (Pitman- Moore) has been intro- 
duced, each gram containing 950 mg. of 
carob powder, 15 mg. of streptomycin as 
the sulphate, and neomycin sulfate 7.5 mg. 
(equivalent to neomycin base 5.25 mg.). 
These two antibiotics have a synergistic 
action. Neither is absorbed to any extent 
and they are both efficient against a wide 
variety of intestinal pathogenic microor- 
ganisms. 


Andrews used a 5 percent solution of 
arobon in infants under two years of age 
and a 10 percent solution in those over two 
years. He found that the use of saccharin 
was helpful in those infants who did not 
enjoy the intake of the preparation. 

USE OF AROBON IN 74 CASES 

The essayist studied 74 cases of diarrhea 
in the period between December 1, 1955, 
and November 30, 1956, using powdered 
arobon as the corrective therapeutic agent. 
With only a few exceptions, practically all 
of the cases handled were of the mild clini- 
cal type. In fact, in only 3 cases was vomit- 
ing present to any extent at the time treat- 
ment was instituted and this was rapidly 
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overcome by oral hydration (modified 
Ringers solution 60 percent and Coca Cola 
40 percent). In these cases, it was possible 
‘o start the arobon formula at the end of 
twenty-four hours intake of the corrective 
solution. 

The average duration of diarrhea before 
the beginning of treatment was 2.7 days. 

The number of stools in the twenty-four 
hours preceding the initiation of treatment 
was 7.7. 

The average age of the patients treated 
was 1.94 years. 

Method :—The previous formula was dis- 
turbed as little as possible. If cows milk, 
evaporated milk or powdered milk had been 
used before the onset of diarrhea, the 
strength of the formula was reduced 25 
percent and 1! level tablespoonfuls of 
powdered arobon was added to each 8 oz. 
of the formula. If a soluble carbohydrate 
had been part of the formula, it was discon- 
tinued in favor of arobon. In 3 cases, diar- 
rhea developed with a hypo-allergic milk 
formula, the latter was reduced also 25 per- 
cent in strength, the added carbohydrate 
was discontinued temporarily and 11% level 
tablespoonfuls of arobon was added. 

The arobon formula was offered exclu- 
sively for forty-eight hours at four inter- 
vals day and night. At the end of this per- 
iod, the arobon in the formula was grad- 
ually decreased and other suitable foods 
were added—strained broths, dry toast, 
strained ripe bananas, scraped raw apples, 
ete. for a transitional period of at least 
forty-eight hours more before resumption 
of the regular diet. 

The arobon formula was usually enjoyed 
by the little patients—only 2 of the 74 
cases refused it altogether. Several others 
did not care for the mixture and although 
they took only a fraction of the volume of- 
fered, the results were favorable and they 
improved readily with the small intake and 
the following transitional diet. 

The use of antibiotics was restricted to 
cases in which a marked parenteral condi- 
tion existed at the time treatment was in- 
stituted. It may be mentioned that peni- 
cillin or one of the other antibiotics was 
used in 15 cases of the series because of 
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otitis media, associated with a respiratory 
infection. 

Dr. Ralph Hartwell studied the stool cul- 
ture of 29 cases of our series. He found E. 
coli and B. proteus were the predominating 
organisms—no shigella or salmonella or- 
ganisms were reported by him. 

As a rule the results obtained in our cases 
were excellent as judged by the rapid dimi- 
nution in the number and improvement in 
the character of the stools as well as the 
general physical return to normalcy within 
the ninety-six hours of treatment. 

During the early months of the study, 
Dr. Thomas J. Garvey, Jr., my associate, 
and I compared the results obtained in (1) 
14 control enteral cases treated by ordinary 
methods with those of (2) 29 cases (2a) 
19 of the enteral type and (2b) 10 of the 
parenteral variety) in which arobon was 
used. In the first group, the diarrhea was 
“cleared up” in 3.3 average days, while in 
group 2a, 1.5 days, and 2b, 1.9 days. 

Since the completion of our one year’s 
study on December 1, 1956, I have used 
5 percent and 10 percent arobon solutions, 
depending on the age, (sweetened with 
saccharin if necessary) for the first twen- 
ty-four hour period of treatment and then 
followed with the formula previously de- 
scribed. 

SUMMARY 

In summarizing, it may be stated that 
arobon therapy is a safe and efficient meth- 
od of treating the “average run” of mild, 
and some of the moderately severe forms 
of diarrhea that the practitioner is called 
upon to handle in his office. Furthermore, 
the results obtained with the use of arobon 
are rapid and uniformly good. 
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DISCUSSION 

Dr. Robert T. Lucas (Shreveport): We are 
indebted to Dr. Socola for bringing to our atten- 
tion this useful therapeutic agent. My experience 
with it parallels his. Briefly, its use helps to main- 
tain electrolyte balance and adequate caloric in- 
take. It adds bulk to the intestinal contents and 
reduces irritation of the inflamed intestinal mu- 
cosa. The little patients usually like it. The mix- 
ture containing arobon is a bit sweet, light brown 
in color and results in a stool somewhat similar 
to that of a patient on cocoa. I usually add up 
to one teaspoonful of the Arobon powder to each 
ounce of formula during the acute phase. The 
Arobon is reduced gradually and finally omitted. 

It is a valuable agent to keep in mind in treating 
diarrheas. 


Socola, Practical treatment of the diar 


New Orleans M. & SJ. 103 :266 


infantile diarrhoea; 
action, Ann. paediat. 
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CHEMICAL FACTORS IN PATHOGENESIS OF 
ATHEROSCLEROSIS 

The chemical factors in the pathogenesis 
of atherosclerosis were reviewed by Barr ' 
in 1953. He emphasized that man appears 
to be unique in his predisposition to the 
spontaneous development of atherosclerosis. 
Furthermore, human plasma shows an ele- 
vation of the cholesterol-phospholipid ra- 
tio, beta lipoprotein and Sf 10-20 bodies as 
compared to dogs, rabbits, and rats. Athero- 
sclerosis* has been produced by feeding 


*Presented at the Seventy-eighth Annual Meet- 
ing of the Louisiana State Medical Society, Shreve- 
port, May 7, 1958. 

From the Departments of Cardiology and In- 
ternal Medicine, Browne-McHardy Clinic, and the 
Departments of Medicine, Louisiana State Uni- 
versity School of Medicine and Tulane Medical 
School, and Touro Infirmary, New Orleans, 
Louisiana. 

The Cytellin used in this study was generously 
furnished by the Lilly Research Laboratories’ 
Medical Division, and the Saff by the Abbott 
Laboratories, Medical Division. 


large quantities of cholesterol to rabbits. 
Hartroft and Thomas * have produced myo- 
cardial infarctions in rats by diets high in 
fat (40 per cent butter, lard, or hydro- 
genated fat) supplemented with cholesterol 
and cholic acid with a protein content of 
12 to 20 per cent. The animals were given 
Thiouracil to further elevate the serum 
cholesterol. Clinically one can only recog- 
nize atherosclerosis by its complications. 
Barr ! has shown that survivors from myo- 
cardial infarction on the average have a 
higher than normal serum cholesterol and 
cholesterol - phospholipid ratio, a smaller 
percentage of cholesterol in the form of 
alpha lipoprotein and a higher concentra- 
tion of Sf 10-20 bodies in the ultracentrifu- 
gal pattern. It must be realized, however, 
that the deviations which were so apparent 
on the average were not present in some 
individuals at the time of examination. We 
all know the high incidence of atherosclero- 
sis in diabetes, familial hypercholesterol- 
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emia and familial xanthomatoses. Pollack * 
has emphasized the definite association of 
obesity with the so called degenerative dis- 
eases of the heart, blood vessels and kidneys, 


CHEMISTRY OF BLOOD LIPIDS AND LIPOPROTEINS 

Let us consider the chemistry of blood 
lipids and lipoproteins. According to Fred- 
rickson ® there are about 300 mg. of fatty 
acids in 100 cc. of normal fasting plasma. 
Approximately 80 per cent of these are in 
the form of phospholipids or in simple es- 
ters of glycerol. About 15 per cent are 
esterified to cholesterol and 5 per cent are 
unesterified and circulate simply bound to 
protein. All of the plasma lipids are too 
insoluble to exist in simple solution and are 
transported in combination with proteins. 
Cholesterol, phospholipids, and glycerol are 
found associated with globulin, forming 
macromolecules called lipoproteins. Some 
of the unesterified fatty acids are present 
in these but the bulk are bound presumably 
to albumin. Lipoproteins may be separated 
by electrophoresis into beta, alpha: and 
alphaz fractions. Goffman® and his asso- 
ciates have refined the ultracentrifuge 
technique and divided the lipoproteins into 
a whole spectrum of classes. The alpha: 
fraction is of high density. The low density 
lipoproteins are placed by this method into 
classes according to the Svedberg flotation 
unit, the Sf. The lower the density, the 
higher the number. The beta lipoproteins 
lie approximately in the Sf 0-10 and the 
alphaz are within the Sf 10-400 class. The 
largest percentage of cholesterol and phos- 
pholipids is distributed through the alpha: 
and beta lipoproteins, that is those of higher 
density, with a lesser amount in the alphaz 
groups. The ratio of cholesterol to phospho- 
lipids in the beta fraction is approximately 
2:1; whereas they are about equal in the 
alpha : and 2 lipoproteins. The triglycerides 
are found chiefly bound to those of lowest 
density and when present in large amounts 
impart turbidity and lactescence to the 
serum. This occurs normally in alimentary 
hyperlipemia and pathologically in familial 
xanthomatoses and idiopathic hyperlipemia. 
Clearing involves hydrolysis of the trigly- 
cerides in the presence of lipoprotein lipase. 
This reaction will appear quickly after the 
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injection of heparin with the formation of 
glycerol and fatty acids and the consequent 
decline in the higher Sf (lower density) 
lipoproteins and a rise of the lower Sf 
fractions. 

SIGNIFICANCE OF HYPERCHOLESTEROLEMIA 

Goffman‘ and associates, in 1950, re- 
ported on their studies in the use of the 
ultracentrifuge method in predicting of 
atherosclerosis. Originally their work indi- 
cated an elevation of the Sf 10-20 in normal 
persons who are most likely to develop com- 
plications of atherosclerosis. Later* they 
extended their studies to include the re- 
lationship of the elevation of the Sf 12-20, 
0-12, and 20-400 to the development of coro- 
nary artery disease. A group of investiga- 
tors * supported by the National Heart In- 
stitute carried out an extensive study to 
evaluate Goffman’s method. The results are 
not conclusive, but they seem to indicate 
that atherosclerosis as manifested by evi- 
dence of coronary artery disease is asso-. 
ciated with antecedent elevation of the Sf 
20-100 (and possibly Sf 12-20) lipoproteins 
and of the serum cholesterol. This elevation 
was not of clinical use in predicting the de- 
velopment of coronary heart disease. The 
use of Sf 12-20 and Sf 20-100 lipoproteins 
had no advantage over the simpler measure- 
ments of cholesterol in indicating men 
prone to develop coronary disease. With 
these findings in mind it would seem in- 
dicated that all patients with clinical evi- 
dence of coronary artery disease on an 
arteriosclerotic basis should have determi- 
nations of their serum cholesterol and if 
this is elevated whatever means practical 
should be utilized to reduce it. 


It should be mentioned that the serum 
cholesterol is a quite variable quantity. It 
has been shown that exercise ® can prevent 
the rise that occurs after a meal or reduce 
the increase after abnormal alimentary 
loading. Stress'® will cause elevation of 
the serum cholesterol by as much as 125 
mg. per cent. Especially in younger pa- 
tients '' with familial hypercholesterolemia 
there is a tendency to increase of the serum 
cholesterol during myocardial infarction 
with a tendency to return to lower levels 
during convalescence. 
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THERAPY 

In the dietary management of hypercho- 
lesterolemia weight reduction is indicated 
- in obesity. This should be done slowly be- 
cause if too fast it will cause an initial ele- 
vation '* of the serum cholesterol. Two of 
our patients illustrate this fact with initial 
change of the serum cholesterol from 425 
to 500 and from 275 to 350 with weight 
reduction. Diets low in fat and cholesterol 
have been advocated '*, but it should be re- 
* membered that reduction to less than 50 
grams of fat and 200 mg. of cholesterol is 
required to lower the serum cholesterol 
appreciably. 

Many therapeutic agents have been tried 
to change abnormal serum lipids. In males 
estrogens in dosage of 10 mg. of premarin 
daily, according to Robinson and associ- 
ates,'* cause a decrease in total cholesterol, 
an increase in phospholipid and an increase 
in alpha lipoprotein cholesterol. Nicotinic 
acid '°."" in dosage of 3 grams daily is re- 
ported to cause a reduction in the total 
serum cholesterol and of the beta/alpha 
lipoprotein ratio. Oddly enough, nicotina- 
mide is ineffective. There are numerous 
indecisive reports '* of the effect of the 
lipotrophic agents such as choline and meth- 
ionine on the elevated serum cholesterol. 
Aqueous heparin '*:'® administered in do- 
sage of 200 mg. two to three times a week 
causes the conversion of triglycerides to 
glycerol and fatty acids but the serum cho- 
lesterol, according to Engelberg and asso- 
ciates,'® shows relatively little change. 
There is a four to thirty-six hour reduction 
in the Sf 12-400 lipoprotein with a slight 
increase in the Sf 0-12 lipoprotein. Bester- 
man *" has reported, however, the reduction 
of the serum cholesterol in a patient treated 
with 250 mg. of heparin twice a day for 
three weeks and then daily. This patient 
had hypercholesterolemia, xanthoma tuber- 
osum and tendinosum, with ischemic heart 
disease. 

SITOSTEROL 

In 1953, Pollack *' reported on his studies 
of a plant sterol, sitosterol. It interferes 
with the absorption of endogenous and ex- 
ogenous cholesterol supposedly by the for- 
mation of inseparable mixed crystals which 
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are nonresorbable. Another explanation ** 
is that it interferes with the absorption of 
cholesterol by competing with it for esteri- 
fication; note the similarity of their chemi- 
cal formulae (Fig. 1). Sitosterol differs 
from cholesterol '* only by the presence of 
an ethyl group on carbon-24. Cytellin, the 
commercially available preparation, is a 
20 per cent suspension of beta and dihydro- 
beta sitosterols; it is derived from tall oil. 
The latter is a product of pine chips, re- 
quiring the average annual harvest on one 
acre of replanted forest to produce enough 
sitosterol for each pint of the final product. 
In addition to lowering the cholesterol, Far- 
quhar and associates have noted a reduction 
of the beta lipoprotein lipid, and the total 


CHOLESTEROL 


BETA SITOSTEROL 


Figure 1 


lipid with a slight rise in the alpha-lipo- 
protein lipid. Best ** has noted a trend to- 
ward reduction of the Sf 3-10, 10-30 and 
20-100 classes of lipoproteins. Numerous 
reports *'“ attest to the cholesterol lower- 
ing properties of sitosterol; however, it is 
interesting that Wilkerson and associates *! 
state that in their patients sitosterol did 
not alter the serum cholesterol over periods 
up to thirty-five weeks. 


We have treated 11 patients with this 
agent. Of these 6 were cooperative and took 
the medication as prescribed in dosage of 
14 to 1 ounce before meals and smaller 
amounts before snacks. Five of these 
showed reduction in their serum cholesterol 


levels (Fig. 2) : the patient labeled 1 in the 








Vol. 110 


SITOSTEROL 


Key 

4—A Patient no. | * 
500- -—_—~a * * 2 
480- 
460- 
440- 
420- 
400~ 
380-4 
360 
340-4 
320- 
300-4 
280- 
260~ 
240-4 
220 
200 


pf 


6 @ @ 
ow fw 


SERUM CHOLESTEROL LEVEL (MG. %) 











tT T T T t T 
Control Control | 2 3 4 5 6 7 8 
Time (months) 


* A—~A = Familial Hypercholesterolemia 
with skin Xanthomato 


Figure 2 


graph has familial hypercholesterolemia 
with xanthomatous skin lesions and showed 
an increase of the serum cholesterol while 
under treatment. It should be noted that 
Levkoff and Knode* reported 2 cases of 
familial hypercholesterolemia, forme fruste, 
in which sitosterol did cause a reduction of 
the serum cholesterol. Studies by Gould,** 
using tritium-labeled beta-sitosterol show 
that contrary to previous writings, it is ab- 
sorbed about 10 per cent as completely as 
cholesterol. One wonders if this could ex- 
plain the increase in the serum cholesterol 
in this patient with familial hypercholes- 
terolemia. 
SAFFLOWER OIL DERIVATIVES 

Mann " has reviewed the relationship of 
essential fatty acids to atherosclerosis. It 
has been proposed that there is in the diet 
a relative deficiency of the essential un- 
saturated fatty acids, the most important 
of which are linoleic, linolenic, and arachi- 
donic. It has further been hypothesized that 
pyridoxine is essential for the conversion 
of linoleic to arachidonic acid; the evidence 
for the latter is not conclusive. Corn oil 
(Mazola) contains 35 per cent linoleic acid 
and cotton seed oil (Wesson Oil) contains 
50 per cent essential unsaturated fatty 
acids. Other seed, peanut and olive oils are 
also rich in this constituent. It should be 
noted that the catalytic hydrogenation of 
natural fats results in the transformation 
of unsaturated into saturated fatty acids. 
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The safflower ** was grown for centuries 
in Asia, Africa, and Europe and is now 
grown to some extent in the United States. 
Safflower oil is extracted from its seeds 
and has been used as a food in India and 
various parts of Europe. It contains 74.5 
per cent linoleic acid. There are at least 
three palatable emulsions of safflower oil 
commercially available. Saff, Abbott’s pro- 
duct, contains 46 per cent linoleic acid. The 
recommended dosage is five tablespoons a 
day, which would supply 35 grams of lino- 
leic acid. Linodoxine, Pfizer’s product, con- 
tains 30 per cent linoleic acid. Although the 
recommended daily dosage is three table- 
spoons, we have used six in some of our 
patients. Three tablespoons would thus con- 
tain 13.5 grams of linoleic acid plus 15 mg. 
of pyridoxine. Arcofac, Armour’s prepara- 
tion, contains 45.3 per cent linoleic acid. The 
recommended dose varies from two to eight 
tablespoons a day, depending on the severi- 
ty of the hypercholesterolemia. If five table- 
spoons are given then there would be 34 
grams of linoleic acid and in addition 3 
milligrams of pyridoxine. 

Nine patients were treated with saf- 
flower oil derivatives, only 5 of whom in- 
gested it in the prescribed amounts and 
long enough for evaluation. (Figure 3). 
Of these, 4 showed reduction of their chol- 
esterol levels to normal, and 1, the same 
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patient mentioned above with familial hy- 
percholesterolemia, showed a_ reduction 
from an average of 480 mg. per cent to 440 
on a very low fat and low cholesterol diet 
and down to as low as 387 when safflower 
oil emulsion was added. After liberalization 
of the diet the serum cholesterol stabilized 
on therapy at about 436 mg. per cent. 

The average percentage fall in cholesterol 
after treatment with sitosterol was 24 per 
cent and with safflower oil derivatives was 
28 per cent. Note that in the patients that 
have been treated with safflower oil for 
over three months the serum cholesterol has 
started to rise. In patient number 2 this 
was correlated to a reduction of dosage to 
half, but still within that which is recom- 
mended for the product. Farquhar and as- 
sociates ** have reported a 20 per cent fall 
in the beta-lipoprotein cholesterol after saf- 
flower oil or sitosterol. A combination of 
the two produced a 32 per cent reduction. 
The difficulties encountered with adminis- 
tration of these agents can be listed as cost, 
quantity, anorexia, and other gastrointesti- 
nal disturbances. For these reasons it is 
quite hard to continue treatment for ex- 
tended periods. In our opinion, neither of 
these agents is the answer to hypercho- 
lesterolemia; however, until better thera- 
peutic measures are available we will con- 
tinue to use them. It is interesting to note 
that none of the cooperative patients has 
shown complications of atherosclerosis such 
as myocardial infarctions, or cerebrovascu- 
lar accidents since under therapy. The per- 
iod, however, has been short: for safflower 
oil one to eight months, and for sitosterol 
three to eleven months. 

Hoffer *’ has carried on extensive studies 
with nicotinic acid and is presently trying 
to overcome its one side effect, cutaneous 
vasodilatation and pruritus. Apparently the 
flush is related to the niacin concentration 
in the blood at the time it is administered 
and on the absorption rate. If the blood level 
is high, a flush does not result. According to 
Hoffer, the most effective way of decreas- 
ing the flush is to treat the nicotinic acid 
in such a way that it is absorbed slowly 
from the stomach, rather than from the 
small intestine. If the niacin is coated with 
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cooking oil, this will abolish the flush in 
about 50 per cent of the patients. A differ- 
ent approach has been proposed by Curran 
and Azarnoff ** for the treatment of hyper- 
cholesterolemia. They advocate that a drug 
should be forthcoming that will inhibit the 
intermediary metabolic synthesis of chol- 
esterol. The two most promising compounds 
are at present alpha-para-biphenylbutyric 
acid and diammonium oxytartratovanadate. 
It is hoped that these recent studies will 
evolve a more desirable, economical and ef- 
fective form of therapy. 
SUMMARY AND CONCLUSIONS 

1. The chemical factors in the patho- 
genesis of atherosclerosis have been re- 
viewed. 

2. The chemistry of blood lipids and 
lipoproteins has been briefly described. 

3. The dietary and drug treatment of 
hypercholesterolemia has been elaborated 
upon. 

4. Our results with sitosterol and saf- 
flower oil emulsion have demonstrated 
a 24 per cent and 28 per cent reduction of 
the serum cholesterol respectively. 

5. It is felt that neither of these is the 
answer to atherosclerosis, but that until a 
better drug is found they should be used. 
It is hoped that current studies will evolve 
a more effective and practical form of 
therapy. 
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DISCUSSION 

Dr. Edw. O’B. Comer (Metairie): The hypo- 
thesis has been advanced that modern civilization 
in the more successful parts of the world has 
raised the level of blood lipids, interfering with 
the normal lipid transport system, and thus laying 
the groundwork for myocardial infarction. As 
has just been pointed out, patients with coronary 
artery disease may have higher serum cholesterol 
values than do so called normal individuals. The 
question can be raised, however, as to whether 
the high value is the result, rather than cause, of 
myocardial infarction. 

Keys has ably shown that in man the cholesterel 
level does not depend on dietary cholesterol as 
such, but does vary with the fat constituents in 
the diet. A high fat intake is usually associated 
with a high blood cholesterol. And, from many 
reports, it can be assumed that such high intake 
and level are at least partially responsible for 
the prevalence of coronary disease. In this con- 
nection it may be interesting to mention the White- 
Chapel paradox. This refers to the London Hos- 
pital autopsy records from 1910 to 1950. That 
institution paid careful attention to coronary ar- 
teries over this period with the conclusion that 
there was more coronary atheroma in the blood 
vessels of 1910 than in the latter portion of the 
period studied. However, the morbidity from myo- 
cardial infarction at present is much greater. The 
question again: “Is cholesteral the essential factor 
involved in the production of coronary artery dis- 
ease?”’ Then there are families in whom almost 
every member has a high cholesterol level. Diet 
and/or oils fail to achieve a satisfactory lower 
figure of this substance and myocardial infarction 
occurs with greater than usual incidence. Re- 
gardless of this, it seems evident that serum lipids 
are abnormal in some individuals who will have, 
or have had, an occlusion. The obvious maneuver 
is to attempt a lowering of the lipids to reduce 
the chances of such a catastrophe. 


As to the mechanism of lowering cholesterol 
with various agents, no final conclusion can be 
drawn. If linoleic acid is the active substance, 
then safflower seed oil is the answer, for it has 
a higher linoleic content than corn oil. If only 
unsaturation is the mechanism, fish oils (contain- 
ing little linoleic acid and only minute amounts of 
arachidonic acid) should produce the greatest re- 
duction. Yet corn oil does a better job of lowering 
cholesterol than either of these other agents 
(Keys). Corn oil is apparently in some way capa- 
ble of producing results not measured by either 
unsaturation or fatty acid content alone. This 
suggests that no simple inverse relationship of 
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cholesterol to fatty acid in the diet exists. Other 
evidence tends to substantiate the idea that diet- 
ary fat as a group exerts a strong pull on serum 
cholesterol. 


It is to be noted that in experiments with tissue 
cultures of cells of the human aorta, deposition of 
lipid can be induced by cholesterol. Saturated 
fatty acids (stearic acid) can augment the depo- 
sition of lipid by cholesterol. This process, in the 
cultures, is reversible and can be inhibited by 
linolenic acid. 


Brock has reported a study on stool bile acid 

excretion in people on controlled diets and those 
“on increased unsaturated fats. The bile acid ex- 
cretion rose in those cases supplied with the lat- 
ter. He postulated a mechanism of action involving 
the increased synthesis of bile acid from choles- 
terol with such a diet. This is supported by tracer 
studies demonstrating that cholesterol is an im- 
portant precusor of bile acid. 


Particularly in the American scheme of food 
habits, reduction of total fats in the diet to a 
level commensurate with significantly lower cho- 
lesterol is difficult to achieve. The removal of 
butterfat (mostly saturated acid) will produce 
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a potential tremendous fall in serum cholesterol, 
much more so than with other means mentioned. 
A rice diet of vegetarian regime is not palatable 
to many people. Therefore, other measures have 
been exploited. Dr. Leckert and his coworkers 
have demonstrated that the sitosterol and saf- 
flower oil products are quite capable of reducing 
serum cholesterol. 

The disadvantages of administration and cost 
have been brought out. If ordinary corn oil (Wes- 
son Oil and Mazola) could be ingested in adequate 
quatities, cost would not be a deciding factor. 
Obviously it is less expensive to reduce lipids in 
the grocery store than in the pharmacy. Curiously 
enough in this connection investors in corn pro- 
ducts have realized a profit in the stock market. 

The idea of nicotinic acid is a welcome addition 
to the prevention of high lipid levels. Other sub- 
stances are undergoing experimentation in this 
regard. Until such better methods are found, I 
agree with Dr. Leckert that sitosterol and saf- 
flower oil will continue to offer the patient temp- 
ornary advantage over the changes of coronary 
artery disease and every effort should be made 
to convince the patient to accept their administra- 
tion at present. 





A PHYSIOLOGICAL APPROACH TO CERTAIN SURGICAL PROBLEMS 
INVOLVING THE PANCREAS * 
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New Orleans 


INTRODUCTION 

Many problems involving the pancreas, 
formerly of interest only to the physiologist, 
now concern the surgeon. In this presen- 
tation attention will be focussed on the 
diabetic state following pancreatectomy 
and the role of the pancreas in the pro- 
duction of peptic ulcer. 


DIABETES ASSOCIATED WITH 
RESECTION 


One sequela following total removal of 
the pancreas is diabetes mellitus. Before 
the first operative procedure of this type 
was carried out in man in 1943, it had been 
ascertained by pancreatectomy in the dog 
and cat that the diabetes could usually be 
controlled by adequate administration of 
insulin. 


PANCREATIC 


* Presented at the 10th Annual Meeting of the 
Louisiana Surgical Society, New Orleans, Louisi- 
ana, November 3, 1957. 

From the Departments of Surgery, Louisiana 
State University School of Medicine, Charity Hos- 
pital of Louisiana, and Touro Infirmary, New 
Orleans, La. 


In reviewing the records of 12 patients 
who were subjected to total pancreatectomy 
at Touro Infirmary and Charity Hospital 
of New Orleans, in the period 1945 to 
1957, 7 of these patients were found to 
have died in the immediate postoperative 
period. Of the 7 that died, only 2 were 
thought to have lived long enough for dia- 
betes to be a factor: in 1, the surgical 
diabetes was controlled; in the other, the 
patient died in a state of refractory dia- 
betic acidosis on the eleventh postoperative 
day. 

Of the 5 who survived the procedure to 
go home, 2 were considered under control 
on 20 units of regular insulin a day and 
another, a moderate diabetic, on 55 units of 
NPH insulin a day. The fourth patient 
had severe “brittle” diabetes, having sév- 
eral episodes of insulin shock alternating 
with diabetic coma after departure from 
the hospital, and his death at home was 
ascribed by his local physician to coronary 











Vol. 110 


artery disease. These 4 patients were dead 
within the year. 

The fifth survival was controlled on small 
quantities of PZI in the hospital. One 
month postoperatively he was readmitted 
in severe insulin shock and despite ener- 
getic measures to combat the effects of the 
insulin, died three days later. 

The fact that in the experimental animal 
pancreatic function is in many respects 
similar to that in man has led to much 
work in the laboratory in reference to total 
ablation of the pancreas. Another aid in 
this study is in the use of alloxan. Following 
experiments in 1943, in which alloxan was 
found to cause necrosis of the islets of 
Langerhans in rabbits, this substance came 
into general use for the production of per- 
manent experimental diabetes in several 
species. On administering alloxan to dogs, 
the histologic picture shows selective ne- 
crosis of the beta cells without damage to 
the other components of the islets or acinar 
tissue. The hyperglycemia and hyperlipemia 
in these dogs is more severe than that 
usually seen in pancreatectomized animals. 
Though the difference was attributed to the 
toxic action of the drug on the liver, the 
dogs live a long time without insulin thera- 
py and without developing severe ketosis. 

Characteristic of the diabetes in the al- 
loxan-treated dogs is the severe glycosuria 
as well as the large insulin needs. The 
diabetes is considerably more severe than 
that which follows total pancreatectomy 
in the same species. Despite the more severe 
diabetes, the dogs that have been given al- 
loxan live much longer than do pancreatec- 
tomized ones in the absence of insulin treat- 
ment. They maintain excellent health for 
long periods and do not go into diabetic 
coma. Their survival was attributed to a 
very low urinary ketone body excretion. 
Pancreatectomy in these animals results in 
a diminution of the daily glycosuria and a 
reduction of the insulin requirement to 
about one-third of its preoperative level 
though the body weight and dietary intake 
remain constant. If no insulin is given the 
dogs after the pancreas is removed, ketosis 
is rapidly progressive and the character- 
istic coma of pancreatectomized dogs super- 
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venes within a few days. Unlike pancrea- 
tectomy, ligation of the pancreatic ducts 
has little or no effect on the course of 
alloxan diabetes. 

In order to supply a satisfactory explan- 
ation for the disparity between the effects 
of pure beta cell deficiency and those of 
surgical removal of the pancreas, it was 
postulated that a second endocrine sub- 
stance is secreted by the pancreas. This sub- 
stance was thought to have bilateral ac- 
tivity, acting in opposition to insulin to 
increase the blood sugar and prevent ke- 
tosis and coma in the insulin deficient ani- 
mal. The latter effect must in some way 
result from the inhibition of ketogenesis, 
for there is sufficient proof that in pancrea- 
tectomized animals, the ketone bodies are 
utilized normally. That neither the inter- 
ruption of the pancreatic ducts nor the 
administration of alloxan abolishes these 
effects would appear to implicate some oth- 
er pancreatic tissue as the source of the. 
hormone, the most likely being the alpha 
cells. 

The alpha cells of mammals are distinct 
structures having granules which definitely 
suggest secretory activity. Various differ- 
ences in the physical characteristics of the 
granules indicate that the chemical function 
also differs from that of the beta cells. 
The first suggestion which was made re- 
garding the possibility of an alpha cell 
secretion came from Dragstedt and his co- 
workers in reference to lipocaic which was 
believed to be necessary for the prevention 
of fatty metamorphosis of the liver and 
maintenance of life in pancreatectomized, 
insulin-treated dogs. 


Even before a comparative study was 
made between alloxan treated and pancrea- 
tectomized animals, aqueous extracts of the 
pancreas were shown to contain two active 
principles. The first of these, insulin, low- 
ered the blood sugar level while the other 
raised it. The latter was named “glucagon,” 
i.e., a Sugar-producing agent. However, the 
evidence that glucagon represents an entity 
is still not completely convincing. There is 
no clear demonstration that it is a hormone 
or that it is secreted by the alpha cell or 
the argentophil cell. Glucagon or the hyper- 
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glycemicglycenolytic factor (HGF) of the 
pancreas apparently depolymerizes liver 
glycogen. The mechanism by which HGF 
‘does this is obscure. 

Recently, glucagon has been given pan- 
createctomized patients, resulting in eleva- 
tion of the blood glucose and slight depres- 
sion of ketone levels after initial sharp 
rise.' The ketone levels rose sharply at 
the onset, were depressed at the end of 
four hours, and again mounted rapidly with 
‘its continued administration. The urinary 
nitrogen did not increase as occurs in ani- 
mals in association with inhibition of ke- 
togenesis. These findings suggest that de- 
ficiency of glucagon may be responsible 
for the low insulin requirements and high 
susceptibility to ketosis in pancreatecto- 
mized patients. 

Complete removal of the pancreas by sur- 
gical means results in a relatively mild dia- 
betes in most patients. Since this deprives 
the organism of lipase, trypsin, and other 
enzymes, incomplete absorption of food- 
stuffs or actual steatorrhea usually results, 
and gluconeogenesis is decreased. The de- 
mand therefore for insulin would appear to 
be less. 

Certain atypical diabetic manifestations 
following total pancreatectomy have been 
labelled insulin-resistant and insulin-sensi- 
tive types. Insulin resistance may be due 
to infection and ketosis. Other possible 
causes of insulin resistance include hormon- 
al, enzymatic, and immunologic changes. 

One of the patients in this series died in 
insulin shock and it is presumed that he 
demonstrated an abnormal sensitivity to 
insulin. Insulin sensitivity is not uncommon 
among the published reports which indi- 
cate that small quantities of insulin given 
to these patients have led to irreversible 
insulin shock. 

That the diabetes following pancreatecto- 
my is quite treacherous is reflected in the 
case report that follows: 

Case Report. J. D., 48 year old white man, 
was operated on May 23, 1950, at Touro Infirm- 
ary, for an adenocarcinoma of the stomach. The 
omentum, spleen, entire stomach, body and tail 
of the pancreas were removed. Later, a pan- 
creatic fistula developed and most of the re- 
maining pancreas was believed to have sloughed, 
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creating for all practical purposes a totaliy pan- 
createctomized patient. Repeated blood glucose 
determinations were done, and the highest value 
was 134 mgm/100 ce. No glycosuria was noted 
in the last week of hospitalization. Studies, in 
September 1950, revealed normal carbohydrate 
metabolism. 

The patient maintained his weight postopera- 
tively until October 1950, when he began to 
lose weight rapidly, became weak, and noted 
polydypsia and polyuria. Eight hours before ad- 
mission to the hospital he became semistuporous. 
On admission at 6:30 a.m., November 5, 1950, 
he was in a semistuporous and dehydrated state 
with Kussmal breathing and acetone on his breath. 
The blood pressure was 98/58 and the pulse rate 
130/minute. The urine contained four plus ace- 
tone and sugar and urinary flow was 20 drops 
per minute. 

The initial laboratory studies were as follows: 
Blood sugar 932 mgm/100 cc., serum COs 6 
mEq/L, serum C1. 102 mEq/L, serum K 5 mEq/L, 
serum Na 130 mEq/L, hematocrit 55, intracellular 
K 81 mEq/L packed RBC, intracellular Na 16 
mEq/L packed RBC, intracellular K/Na ratio 5; 
after 12 hours of therapy the blood sugar was 
370 mgm/100 ec, serum CO 2 16 mEq/L, serum 
C1 106 mEq/L, serum K 4.3 mEq/L, serum Na 
134 mEq/L, hematocrit 46, intracellular K 128 
mEq/L, intracellular Na 17 mEq/L, intracellular 
K/Na ratio 8. During the twenty-four hour period 
the intake of water was 7760 cc, Na 570 mEq, K 
339 mEq, CHO 150 grams, 400 units of regular 
insulin and 50 units of PZI. The urinary output 
of water was 1340 cc, Na 18 mEq, and K 93 mEq. 

The patient continued to improve and was dis- 
charged from the hospital November 18, 1950, 
on 35 units of PZI daily. During 1951, he was 
maintained on 15 units of PZI daily with an oc- 
casional insulin reaction during the night and 
since that time he has been taking 10 units of 
NPH insulin daily. 

THE ROLE OF THE PANCREAS 
IN THE PRODUCTION OF PEPTIC ULCER 

Of late, considerable attention has been 
drawn to the association of a noninsulin- 
producing islet cell tumor of the pancreas 
and peptic ulcer which manifests with ex- 
treme hypercidity and hypersecretion not 
controllable by extensive gastric resection 
and vagotomy. The stimulus appears to be 
of humoral origin. 

It has also been shown that insulin in- 
duced hypoglycemia causes peptic ulcer for- 
mation through its stimulating influence on 
the cephalic phase of gastric acid secretion 
in animals. Based on a study of 56 patients 
with hypoglycemia in the Columbia-Pres- 
byterian Medical Center, Porter and 
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Frantz? have the impression that there is 
a possible statistically significant higher 
incidence of gastrointestinal bleeding in 
patients who have had islet cell adenomas 
than in patients without such tumors. 

However, knowledge of other interrela- 
tionships concerned with function of the 
pancreas and the production of peptic ulcer 
dates back much further and reference here 
is made to the external secretion of the 
pancreas. The experiments of Mann, in the 
early 1920’s, established the fact that pan- 
creatic juice diverted from the duodenum, 
either to the exterior or into the lower 
bowel, leads to the formation of duodenal 
ulcer. Genesis of the ulcer has been attrib- 
uted to the corrosive action of the gastric 
juice when its acidity has not been lowered 
by the bicarbonate of the pancreatic se- 
cretion. It has been difficult to prevent the 
development of ulcers in dogs with total 
pancreatic fistulae even with the daily ad- 
ministrations of large amounts of alkalis, 
and ulcers would occur in almost 100 per 
cent of the dogs if treatment were not car- 
ried out. 

Dragstedt * reported the incidence of ex- 
perimental peptic ulcers following external 
fistula as occurring in almost 100 per cent 
of the dogs following ligation of the ducts, 
nearly 33 per cent, and following pancrea- 
tectomy, practically zero per cent. From 
these findings under conditions of the ex- 
periment the formation of ulcer is not ade- 
quately explained by failure of neutraliza- 
tion in the duodenum of the gastric acid 
by the diverted alkaline secretions. Does 
the pancreas have an intrinsic influence 
upon ulcer formation other than that of 
mere alteration of the pH of the duodenal 
contents? This question must go unanswer- 
ed, although clinically the alkaline secre- 
tions are of importance in the prevention of 
ulcer. 

In the surgical performance of excising 
the head of the pancreas and duodenum for 
various diseases in that area, emphasis has 
been rightly placed on reconstruction of the 
gastrointestinal tract so that the pancreatic 
and biliary secretion crosses the gastroje- 
junal stoma. When either or both the pan- 
creatic and biliary secretion enters the bow- 
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el distal to the gastrojejunal opening, mar- 
ginal ulceration usually develops rapidly. 


Dashiell and Palmer?‘ have called at- 
tention to the fact that the failure of the 
alkaline pancreatic secretion to enter the 
duodenum resulting from obstruction of 
the pancreatic duct, as occurs in carcinoma 
of the pancreas, may lead to the formation 
of duodenal ulcer. However, with an inci- 
dence of only 3 per cent in 90 pancreatic 
neoplasms, the authors did not seem to 
think the incidence was great enough to 
warrant any conclusion statistically. 


It is a clinical fact that peptic ulceration 
of the second portion of the duodenum in 
the ampullary area is rare. In view of the 
pancreatic duct obstruction persisting over 
a long period and the presence of a large 
ulcer in the second portion of the duodenum 
which may have been due to exclusion of 
the alkaline pancreatic juice, the following 
case report is submitted: 


Case Report. M.F., a 38 year old negro woman, , 
was admitted to Charity Hospital on August 23, 
1956, with hematemesis and melena. For the past 
five weeks she had been having severe epigastric 
pain radiating through to the back. In 1950, and 
again in 1952, she had been admitted to the 
hospital with epigastric pain, elevated serum 
amylase and a deformed duodenal cap. On June 
17, 1953, she was admitted with obstructive jaun- 
dice and during the hospitalization the abdomen 
was explored. A firm mass was present in the 
head of the pancreas and the gallbladder and 
common duct were dilated. A diagnosis of chronic 
pancreatitis was made. Transduodenal sphinc- 
terotomy and choledochostomy were accomplished 
and a longlimbed T-tube was inserted in the com- 
mon duct. The T-tube was removed some four 
months later. 


Significant findings on the present admission 
included no free hydrochloric acid on gastric anal- 
ysis and the gastrointestinal series depicted an 
obstruction in the second portion of the duode- 
num. At abdominal exploration on September 12, 
1956, the head of the pancreas was firm and en- 
larged (Fig. 1). An ulcer was present in the second 
portion of the duodenum. The common bile duct, 
only slightly dilated, was traced from above and 
below through the ampulla. The pancreatic duct 
contained a stricture near the duodenum; distal 
to this point the pancreatic duct was three times 
its normal size and fluid in the duct was under 
pressure. The head of the pancreas, duodenum, 
and three-fourths of the stomach were removed 
and continuity established by end-to-end pan- 
creaticojejunostomy, end-to-side choledochojejun- 
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Figure 1.—M. F., 38 year old woman, was found 
at operation to have a stricture of the pancreatic 
duct and a large ulcer in the second portion of 
the duodenum. 


ostomy and distal end-to-side gastrojejunostomy. 
Her course in the hospital was uneventful. 

Comments—The incidence of peptic ulcer 
in pancreatic duct obstruction is unknown. 
It may be that since pancreatic duct ob- 
struction is usually intermittent, peptic 
ulcer may not occur with any degree of 
constancy. In the face of localized pan- 
creatic ductal obstruction, especially that 
which occurs in the head, caudal pancrea- 
ticojejunostomy has been recommended for 
decompression of the duct. Under such cir- 
cumstances the pancreatic flow, having 
been diverted away from the duodenum, 
cannot be expected to neutralize the acid 
content of the stomach. It will be of in- 
terest to ascertain if patients undergoing 
pancreaticojejunostomy and whose proxi- 
mal duct remains occluded will have an in- 
creased incidence of peptic ulceration. 

SUMMARY 

The records of 12 patients undergoing 
total pancreatectomy at Touro Infirmary 
and Charity Hospital, during the period 
1945 to 1957, have been reviewed in refer- 
ence to their developing diabetes. One pa- 
tient died in a state of refractory dia- 
betic acidosis on the eleventh postopera- 
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tive day. Another death was ascribed to 
insulin shock. All patients who survived 
the immediate postoperative period de- 
veloped diabetes. 

A comparison is made between the dia- 
betes associated with pure beta cell defi- 
ciency as produced by alloxan administra- 
tion and with pancreatectomy. With pan- 
createctomy the diabetes is milder and the 
question as to whether this is due to an 
antidiabetic factor in the pancreas or to 
a decrease in gluconeogenesis because of de- 
creased intestinal absorption of foodstuffs 
from loss of the external pancreatic se- 
cretion has not been completely answered. 

Some problems in management of the 
diabetic who has undergone pancreatect- 
omy are given in a case report. These pa- 
tients require constant supervision. 

The exocrine function of the pancreas 
is discussed in relation to peptic ulcer. Ex- 
clusion of pancreatic secretion from the 
duodenum in the experimental animal when 
the pancreas is not removed leads to duo- 
denal ulcer. 

A case report is given of a patient whose 
pancreatic duct obstruction was associated 
with a large peptic ulcer in the second por- 
tion of the duodenum. It is conjectured 
that the obstruction of the pancreatic duct 
may have been the underlying cause of the 
ulcer. As a result of ductal block, alkaline 
pancreatic secretion could not gain entrance 
into the duodenum to neutralize the acid 
flow from the stomach and the ulcer. That 
the ulcer may have developed first and the 
stricture of the pancreatic duct resulted 
from the scarring in the base of the ulcer 
does not appear likely from the history and 
findings at the initial operation in 1953. 
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RECENT ADVANCES IN THE TREATMENT OF DEAFNESS * 
JACK W. POU, M.D. 


Shreveport 


During the past twenty years tremendous 
strides have been made in the surgical treat- 
ment of conductive deafness. Moreover, 
since the advent of the sulfonamides and 
antibiotics, the bold, lifesaving but some- 
times destructive postaural mastoid opera- 
tion for acute suppuration of the temporal 
bone began to be replaced by a new type 
of endaural surgical procedure performed 
under magnification in a clean surgi- 
cal field to preserve or restore hear- 
ing. In this presentation these recent 
advances will be discussed with partic- 
ular emphasis on treatment of certain 
types of deafness, perforations of the tym- 
panic membrane, and pathologic conditions 
of the middle ear by means of the fenestra- 
tion operation, mobilization of stapes, my- 
ringoplasty and tympanoplasty. 

FENESTRATION OPERATION 
The fenestration operation is now an ac- 





* Presented at the Seventy-eighth Annual Meet- 
ing of the Louisiana State Medical Society, Shreve- 
port, May 6, 1958. 
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cepted method of correction of deafness due 
to otosclerosis. Many technical improve- 
ments have been made since the operation 
was developed, in 1938, by Lempert,! who 
obtained many of his ideas from Sourdille.” 
However, Lempert’s modifications of Sour- 
dille’s original suggestions made the pro- 
cedure practical. He introduced the endaural 
approach, the one stage procedure and the 
use of an electric drill to make the fene- 
stra. The fenestration operation, as per- 
formed today, except for perfected details 
in construction of the fenestra, still uti- 
lizes the basic principles laid down by Lem- 
pert in 1938, namely, restoration of passage 
of air borne sound to the labyrinth by crea- 
tion of a fistula into the horizontal semi- 
circular canal with a plastic skin flap de- 
rived from the meatus and attached to the 
tympanic membrane to cover the fistula 
and seal the tympanic cavity (Fig. 1). 

Like many important advances in medi- 
cine, the fenestration operation at first was 
received with extreme skepticism and real 
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opposition. Many improvements were intro- 
duced, such as removing the incus and head 
.and neck of the malleus, and the nov-ovalis 
technic,* in which the fenestra was made 
farther forward into the ampulla of the 
horizontal semicircular canal. Shambaugh + 
also suggested important technical im- 
provements. 

The early experience with the fenestra- 
tion operation was disappointing because 
- of the frequent occurrence of osteogenic 
closure of the newly created “fenestra.” The 
common causes of closure were found to be 
bone dust in the fenestra, improper enchon- 
dralized fenestra and failure to get the per- 
iosteum of the skin flap in contact with the 
endosteal membrane of the fenestra. Tech- 
nics have been devised so that the incidence 
of closure is now less than 5 per cent. 


Today, the most common cause of fail- 
ure appears to be postoperative serous laby- 
rinthitis. Much study is being done to de- 
termine the cause of this complication. 
Blood in the fenestra, different irrigating 


solutions, and infection have been incrimi- 
nated. We have every reason to believe that 
the incidence of serous labyrinthitis will 
eventually be greatly reduced. Today an 
experienced otologist can offer ideal candi- 
dates for the fenestration operation good 
results in 80 to 90 per cent of cases, in 
contrast to 30 to 35 per cent in the early 
experience (1938-1941) with this procedure. 
STAPES MOBILIZATION 

In 1952 Rosen * reintroduced stapes mobi- 
lization as a means of treating otosclerotic 
deafness. His original technic consisted in 
lifting the drum out of its sulcus and folding 
it upward upon itself, thus bringing into 
view most of the middle ear cavity (Fig. 2). 
A curved instrument is placed over the an- 
terior aspect of the long process of the incus 
until the neck of the stapes is encountered. 
Intermittent pressure is applied on the neck 
in a posterior direction to obtain mobiliza- 
tion. Approximately 33 per cent of fixed 
stapes could be mobilized by this technic. 
Fracturing the crus of the stapes was the 
main reason for failure. Goodhill © was one 
of the first to recognize that a better tech- 
nic with less crural fractures was necessary 
to make the operation practical. He des- 
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Figure 2.—- Exposure in stapes mobilization. 
Elevation of ear drum exposes incudostapedial 
joint. 
cribed the transincudal technic, whereby 
pulsating pressure is applied by a curved 
pick into the end of the long process of the 
incus. This transmits pressure to the head 
of the stapes, pushing the footplate into 
the oval window. 

House? suggested use of a curved pick 
directly on the head of the stapes to obtain 
mobility. A large amount of pulsating force 
can be transmitted through the head of the 
stapes down both crura to the footplate. 

Failure to mobilize the footplate by pres- 
sure on the stapedial neck led to the direct 
footplate approach.‘ The direct method of 
mobilization is accomplished with a sharp 
pointed explorer or pick. The instrument is 
gently wedged, for less than 0.5 mm., into 
the soft area between the long rim of the 
oval window and the periphery of the foot- 
plate itself, usually at the inferior margin. 
The point of the explorer is moved ever so 
slightly in and out as if prying loose a lid. 
When this maneuver is successful, one can 
suddenly see the entire footplate, tendon, 
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and crura moving. Improvement of hearing 
can be obtained whether or not the crura 
have been fractured during attempts to 
mobilize at the stapedial neck. (Fig. 3). 





Figure 3.—Direct approach in mobilizing stapes 
through footplate. 


The most recent addition is the fenestra 
ovalis technic of Rosen.” It consists in creat- 
ing an opening into the vestibule through 
the rigid footplate of the stapes with a 
sharp pointed explorer or a sharp hooked 
instrument called the oval window fenestra- 
tor. The site of the window is in the poster- 
ior inferior quadrant of the footplate, either 
at the periphery or through the body of the 
footplate as close to the junction of the post- 
erior crus as possible. 


In summary the most widely used technic 
of stapes mobilization consists first in at- 
tempting to obtain mobility through the 
indirect approach. If mobilization cannot 
be easily achieved by this method, the direct 
footplate approach should be tried before 
fracture of the crura is obtained. If mobility 
cannot be accomplished by the direct ap- 
proach, making a fenestra in the footplate 
has been advocated. There is still consider- 
able controversy regarding this procedure, 
and at present it is performed by a relative- 
ly small number of otologists. It should be 
emphasized that the operating microscope 
is of extreme importance in performing this 
type of surgery. 

MYRINGOPLASTY AND TYMPANOPLASTY 

Until recently patients with advanced dis- 
ease of the middle ear were destined to suf- 
fer intermittent infections with conductive 
deafness or to submit to a radical mastoid 
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operation which would eliminate the patho- 
logic process but would result in permanent 
conductive deafness. Recently, two German 
otologists, Wullstein'’ and Zéllner,''! de- 
vised operations by which hearing can be 
improved and at the same time disease of 
the ears can be eradicated. These proced- 
ures are called tympanoplasties. 

Tympanoplasty begins with thorough re- 
moval of the pathologic changes within the 
temporal bone. It is necessary to recon- 
struct a functioning alignment of structures 
for conduction of air borne sound by using 
the conditions present in the middle ear and 
closing or replacing the partially or com- 
pletely destroyed drum with a free skin 
graft. Two functioning fenestra are neces- 
sary for improvement in hearing after 
tympanoplasty. This means that sound pres- 
sure difference and phase difference must 
exist between the two windows. 

The pathologic alterations within the mid- 
dle ear of patients with chronic otitis media 
vary considerably. Each ear must be eval- 
uated at the time of operation so that the 
proper surgical steps can be taken to re- 
move all the disease and obtain maximum 
hearing improvement. The pathologic 
changes within the middle ear of patients 
with chronic otitis media may be classified 
into four types. 

Type I. Perforations of the drum after 
trauma or an old infection, in which the 
tympanic cavity is no longer inflamed, the 
ossicular chain is intact and otitis media has 
not recurred. In this type the outer layer 
of epithelium is removed from the tympanic 
membrane surrounding the perforation, and 
a corresponding full thickness skin graft is 
taken from behind the ear and applied to 
the prepared bed (Fig. 4). 

Type II A. Chronic otitis with intact and 
freely movable ossicular chain. 

Type II B. Chronic otitis media with a 
partially damaged but functionally intact 
ossicular chain, and practically undisturbed 
transmission of sound to the inner ear. 

Types II A and II B both require modified 
radical mastoidectomy with removal of all 
disease. Care is taken to preserve a small 
bridge of bone to save the ossicular chain. 
After all disease has been removed and the 
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Figure 4.—Note epithelium removed from out- 
er layer of tympanic membrane to prepare site 
for skin graft (arrow points to skin graft). 
round window and eustachian tube have 
been inspected, an effort is made to pre- 
serve the mucous membrane on the promon- 
tory. The epithelium of the remainder of 
the drum and its margin must be removed 
so that a free skin graft may be used in 
this area to close the tympanic cavity. The 
graft is placed over the handle of the mal- 
leus, the preserved bridge, the bony facial 
canal and the drum (Fig. 5). ; 

Type III. ae toa atihwhe = 

. (A) Skin graft. (B) Perforation prepared for 
terruption of the ossicular chain and a mo- 


skin graft. (C) Flap turned back into mastoid 
bile intact stapes. This should be treated bowl. 









a 





an. 


Figure 6.—Type 3 tympanoplasty. Note skin flap in contact with head of stapes. 
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by a radical mastoid operation with removal 
of the bridge and remaining portions of the 
malleus and incus and insertion of a skin 
graft in the tympanic cavity as previously 
described except that one must be sure that 
the graft is in contact with the head of 
the stapes to obtain maximum hearing 
(Fig. 6). 

Type IV. Chronic otitis media with ab- 
sence of the ossicular chain, and partial 
destruction or complete immobilization of 
the stapes. Such cases require tympano- 
plasty as described for type III. The hori- 
zontal semicircular canal should be bur- 
nished, but not opened up, as preparation 
for a fenestration operation to be performed 
later. This procedure should be performed 
as soon as the operative cavity is dry and 
epidermized. Some advocate performance of 
the fenestration operation in one stage. 

SUMMARY 

Many types of deafness can now be im- 
proved by surgical procedures developed 
within the last two decades. Thus, results of 
the fenestration operation performed on 
ideal candidates by experienced otologists 
are good in 80 to 90 per cent of cases. Inter- 
est has recently been revived in a simpler op- 
eration for improving hearing in patients 
with otosclerosis, which is known as stapes 
mobilization. Finally, patients with chronic 
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otitis media need no longer suffer intermit- 
tent attacks of infection resulting in conduc- 
tive deafness or submit to radical mastoidec- 
tomy, which would eradicate the disease but 
leave them permanently deaf. By means of 
tympanoplasty, not only is the disease erad- 
icated but hearing is improved. 
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SUPPORT OF NATIONAL VOLUNTARY 
HEALTH ORGANIZATIONS 


The time has come when physicians, 
through organized medicine, must support 
the position and methods of national vol- 
untary health organizations. The occasion 
for this is the development in our local 
communities and on a national scale of a 
situation in which there is regrettably a 
necessity to support, and consequently, to 
defend the activities of our national volun- 
tary health organizations against the en- 
croachments on the part of United Funds. 
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The national voluntary health organi- 
zations concerned are such as the American 
Heart Association, the Polio Foundation, 
the Cancer Society, the National Tubercu- 
losis Association, and other groups who 
have formed themselves into an association, 
or society, devoted to a limited or specific 
purpose, such as the prevention and con- 
trol of a single disease. A conflict has de- 
veloped apparently between the interests 
of these organizations and the operations 
of the United Funds. 


United Funds, locally and nationally, 
came into being in order to reduce the total 
number of drives for financial contribu- 
tions in support of some local and some 
national charitable endeavors. For reasons 
of uniformity and because the topic of 
health has an obvious emotional appeal, it 
was planned to include the national volun- 
tary health organizations in these respec- 
tive local and national United Funds. Some 
of the funds agreed to inclusion; others 
did not, usually on a local basis. 


The arguments for the operation of 
United Funds are reasonably presented, 
and usually grouped around the idea of 
uniformity and efficiency. For such pur- 
poses, and for charitable endeavors, the 
arguments are valid. When, however, the 
operations of the United Fund organiza- 
tion include medical projects, we find that 
these matters of medical moment are de- 
termined and directed by lay individuals 
established in positions of authority, and 
they are making decisions which concern 
medicine. Various local societies have with- 
drawn from the operations of United Fund. 
For instance, in the early years the Heart 
Association participated in over 450 United 
Funds. The result was not satisfactory to 
its members and now it has withdrawn 
from all but 270 of these Funds. 

For various reasons connected with the 
interests of the United Fund on a national 
basis, pressures were exerted of an un- 
usual degree to stop this trend. The dispute 
reached the floor of the House of Delegates 
of the American Medical Association, and a 
debate explaining and supporting all sides 
of the argument was very vigorous. Follow- 
ing this the House adopted the following 
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statement offered in the form of amend- that the members of organized medicine 
ments from the floor: should not allow themselves to endorse or 
“1. That the House of Delegates reiter- be put in a position of being dictated to 
ate its commendation and approval of the by lay organizations. 
principal voluntary health agencies. In such a way, the intrinsic worth of the 
“2. That it is the firm belief of the activities of the national voluntary health 
American Medical Association that these organizations will be maintained, the de- 
agencies should be free to conduct their votion and zeal of its own lay and medical 
own programs of research, public and pro- members will be utilized, and the accumul- 
fessional education, and fund raising in ated skill and experience of each organiza- 
their particular spheres of interest. tion will continue to provide valuable guid- 
“3. That the House of Delegates re- ance in its operation. 
spectfully requests that the American Medi- It was recognized that the several nation- 
cal Research Foundation take no action al voluntary health organizations had con- 
which would endanger the constructive ac- tributed great assistance and support to 
tivities of the national voluntary health organized medicine in their contributions 
agencies. in the past. They had assisted in telling 
“4. That the Board of Trustees continue medicine’s story to the public, and they 
actively its studies of these perplexing prob- had also been of great value in securing 
lems looking forward to their ultimate so- the position of the individual physician as 
lution.” the first and best line of defense against 
The decisive argument influencing the any disease. 
members of the House of Delegates in their The position taken by the House of Dele- 
decision was that in the raising, distribu- gates of the American Medical Association 


tion, and use of funds designed to help mat- should have the commendation of physi- 
ters of medical importance, such as the cians everywhere, who should approve the 
national voluntary health organizations, de- fundamental wisdom of rendering unto 
cisions should be made by physicians, and Caesar the things that are Caesar’s. 





£. 
Vv 


ORGANIZATION SECTION 


The Executive Committee dedicates this section to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contrib- 
ute to the understanding and fortification of our Society. 


An informed profession should be a wise one. 


REPORT ON ACTIONS OF THE HOUSE OF DELEGATES 
AMERICAN MEDICAL ASSOCIATION 
107th ANNUAL MEETING 
June 23-27, 1958 
San Francisco 


The United Mine Workers of America Welfare was chosen unanimously as president-elect for 
and Retirement Fund, Social Seurity coverage the coming year. Dr. Orr, who in recent years 
for self-employed physicians, relations with vol- has been vice speaker of the House of Delegates 
untary health organizations, veterans’ medical and chairman of the A.M.A. Committee on Feder- 
care, the Medicare program, the Association’s al Mediczl Services, will become president of 
Washington Office and over-all legislative system, the American Medical Association at the June, 
the medical aspects of hypnosis and the advertising 1959, meeting in Atlantic City. He then will 
of over-the-counter medications were among the succeed Dr. Gunnar Gundersen of La Crosse, 
variety of subjects acted upon by the House of Wis., who became the 112th president at the 
Delegates at the American Medical Association’s Tuesday night inaugural ceremony in the Rose 
107th Annual Meeting held June 23-27 in San and Concert Rooms of the Sheraton-Palace Hotel. 
Francisco. The 1958 Distinguished Service Award of the 

Dr. Louis M. Orr, urologist of Orlando, Fla., American Medical Association was voted to Dr. 
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Frank Hammond Krusen, professor of physical 
medicine and rehabilitation at Mayo Foundation, 
Rochester, Minn., for his outstanding achieve- 
ments and contributions in the field of physical 
medicine and rehabilitation. For only the fourth 
and fifth times in A.M.A. history, the House 
also approved special citations to laymen for 
outstanding service in advancing the ideals of 
medicine and contributing to the public welfare. 
Recipients of these awards were Mrs. Charles 
W. Sewell of Otterbein, Ind., who has spent 45 
years in rural health work, and Gobind Behari 
Lal, Ph.D., distinguished science writer and Pu- 
jitzer prize winner. 
United Mine Workers 

Major discussion of relations between medicine 
and the UMWA Welfare and Retirement Fund 
centered on a reference committee report which 
concurred in a Board of Trustees opinion that 
final action on two resolutions adopted in Decem- 
ber, 1957, should be postponed until the final 
report of the Commission on Medical Care Plans 
is received. 

One of those resolutions, Number 20, declared 
that “a broad educational program be instituted 
at once by the American Medical Association to 
inform the general public, including the bene- 
ficiaries of the Fund, concerning the benefits to 
be derived from preservation of the American 
right to freedom of choice of physicians and hos- 
pitals as well as observance of the ‘Guides to 
Relationships Between State and County Medical 
Societies and the UMWA Welfare and Retirement 
Fund’ adopted by this House last June.” The other 
resolution, Number 24, called for the appropriate 
A.M.A. committee or council to engage in confer- 
ences with third parties to develop general prin- 
ciples and policies which may be applied to their 
relationships with members of the medical pro- 
fession. 

In explaining its position that final action on 
the two resolutions should be taken only after 
proper study, the reference committee said it 
“anticipates that the final report of the Commis- 
sion on Medical Care Plans will contain recom- 
mendations serving to clarify the relationships 
between the medical profession, the patient and 
third parties, and the committee has been assured 
that this can be expected.” The committee also 
urged the Commission to present its recommen- 
dations no later than December, 1958. 

The House of Delegates, however, by a vote of 
110 to 72, adopted a floor amendment ‘“‘that this 
section of the Reference Committee report be 
amended to show that our A.M.A. Headquarters 
Staff is directed, under supervision of the Board 
of Trustees, to proceed immediately with the cam- 
paign which was originally ordered at Philadelphia 
last December, that no further delays will be 
tolerated, and that the Council on Medical Service 
be relieved of any further responsibility in this 
matter.” 
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Social Security Coverage 

In considering seven resolutions dealing with 
the inclusion of self-employed physicians under 
the Social Security Act, the House disapproved 
of three which called for polls or a referendum 
of the A.M.A. membership, one which favored 
state-by-state participation in Social Security, 
and two which called for compulsory inclusion on 
a national basis. Instead, the House adopted a 
resolution pointing out that “American physicians 
always have stood on the principle of security 
through personal initiative,” and reaffirming un- 
equivocal opposition to the compulsory inclusion 
of self-employed physicians in the Social Security 
system. 


On the question of polls, the House expressed 
the opinion that any poll should be taken on a 
state-by-state basis and the results transmitted to 
the A.M.A. delegates from that state. It also 
pointed out that since there is no provision in 
the Constitution and Bylaws for a referendum of 
members, such a referendum would usurp the 
duties and prerogatives of the House of Delegates, 
which is the Association’s policy-making body. 


Voluntary Health Organizations 
Dealing with problems that have arisen in the 
raising and distributing of funds since develop- 
ment of the concept of united community effort, 
the House adopted the following statement of- 
fered in the form of amendments from the floor: 


“1. That the House of Delegates reiterate its 
commendation and approval of the principal vol- 
untary health agencies. 


“2. That it is the firm belief of the American 
Medical Association that these agencies should be 
free to conduct their own programs of research, 

ublic and professional education and fund rais- 
ing in their particular spheres of interest. 


“3. That the House of Delegates respectfully 
requests that the American Medical Research 
Foundation take no action which would endanger 
the constructive activities of the national volun- 
tary health agencies. 


“4, That the Board of Trustees continue ac- 
tively its studies of these perplexing problems 
looking forward to their ultimate solution.” 


Veterans’ Medical Care 

Pointing out that the Federal government 
spent $619,614,000 on hospitalized medical care 
of veterans in VA hospitals in 1957, of which 
about 75 per cent had non-service-connected dis- 
abilities, and that ways and means of obtaining 
economy in Federal government are allegedly 
being sought by Congress at this time, the House 
urged Congressional action to restrict hospitali- 
zation of veterans at VA hospitals to those with 
service-connected disabilities. It also reeommended 
that the American Medical Association suggest 
to the Dean’s Committees that they restrict their 
activities to Veterans Administration hospitals 
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admitting only patients with service-connected 
disabilities. 
The Medicare Program 

In disapproving a resolution calling for repeal, 
modification or amendment of. Public Law 569, 
the House took the position that desired changes 
in the Medicare program could be accomplished 
through modification of the present implementing 
directives without the necessity for new legis- 
lation. The House reaffirmed the action taken last 
year in New York recommending that the decision 
on type of contract and whether or not a fee 
schedule is included in future contract negotia- 
tions should be left to individual state determina- 
tion. Also reaffirmed was the Association’s basic 
contention that the Dependent Medical Care Act 
as enacted by Congress does not require fixed 
fee schedules; the establishment of such sched- 
ules would be more expensive than permitting 
physicians to charge their normal fees, and fixed 
fee schedules would ultimately disrupt the eco- 
nomics of medical practice. 


Washington Office 

The House adopted a resolution requesting 
the Board of Trustees to make an immediate sur- 
vey and re-evaluation of “the functions and ef- 
fectiveness of the over-all A.M.A. legislative .sys- 
tem, including the Washington office, in the light 
of present-day needs of the government, public 
and medical profession alike for effective liaison 
between government and medicine on all matters 
affecting the public’s health and adequate, prompt 
and accurate transmittal to the full membership 
of the A.M.A. of information on all current pub- 
lic issues in which the physician has a direct in- 
terest.” The House asked that the Board of 
Trustees implement, as rapidly as possible, all 
changes and additions that its survey discloses 
are desirable to achieve the basic purpose of the 
resolution, ‘“‘effective public and government re- 
lations.” 

Medical Aspects of Hypnosis 

A Council on Mental Health report on ‘‘Medi- 
cal Use of Hypnosis” was approved by the House, 
which recommended that it be published in the 
Journal of the American Medical Association with 
bibliography attached. The report stated that 
general practitioners, medical specialists and den- 
tists might find hypnosis valuable as a therapeutic 
adjunct within the specific field of their pro- 
fessional competence. It stressed, however, that 
all those who use hypnosis need to be aware of 
the complex nature of the phenomena involved. 
Teaching related to hypnosis should be under re- 
sponsible medical or dental direction, the report 
emphasized, and should include the indications 
and limitations for its use. The report urged 
physicians and dentists to participate in high level 
research on hypnosis, and it vigorously condemned 
the use of hypnosis for entertainment purposes. 


ORGANIZATION SECTION 


Over-the-Counter Medications 

The House endorsed recommendations by the 
Public Relations Department that: 

The A.M.A. join with other interested groups 
in setting up an expanded voluntary program, 
coordinated by the National Better Business Bu- 
reau, which will seek to eliminate objectionable 
advertising of over-the-counter medicines. 

The A.M.A. counsel with the National Better 
Business Bureau in the selection of a physicians’ 
advisory committee. 

The established facilities of the A.M.A., such 
as the Chemical Laboratory, the offices of the 
various scientific councils, and the Bureau of 
Investigation, be made available, so far as is 
feasible, to aid in the carrying out of this program. 

The Public Relations Department continue its 
liaison work with the various groups involved 
and assist in the development and operation of 
this program in any way possible. 

The A.M.A. become a sustaining member of 
the National Better Business Bureau, giving evi- 
dence of its willingness and desire to support 
this organization in its worthwhile activities. 

Miscellaneous Actions 

Among a wide variety of actions on many sub- 
jects, the House also: : 

Adopted amendments to the Constitution and 
Bylaws which eliminate the separate offices of 
Secretary and Treasurer, combining them into 
one, and which change the titles of the General 
Manager and Assistant General Manager to Ex- 
ecutive Vice President and Assistant Executive 
Vice President; 

Recommended the appointment of a Committee 
on Atomic Medicine and Ionizing Radiation and 
suggested that it concern itself with informing the 
American public on all phases of radiation hazards 
related to the national health; 

Approved in principle the admission of the 
Virgin Islands Medical Society as a constituent 
society of the American Medical Association; 

Commended the Federal Food and Drug Ad- 
ministration for its untiring efforts in behalf of 
the public and the profession, and urged all states 
to review and strengthen their food and drug laws; 

Approved the “Suggested Guides for the Or- 
ganization and Operation of Medical Society 
Committees on Aging,” submitted by the Council 
on Medical Service; 

Commended the Committee on Medical and 
Related Facilities of the Council on Medical Ser- 
vice for its report on the Hill-Burton Study and 
approved its recommendations; 

Requested that any funds provided under the 
Public Assistance provisions of the Social Securi- 
ty Act for medical care of the indigent be ad- 
ministered by a voluntary agency such as Blue 
Shield on a cost plus basis or by a specific agency 
established by the medical society of the state 
in which indigent care is rendered; 

Directed the Board of Trustees to study prob- 
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lems pertaining to licensure by reciprocity and to 
consult with the Federation of State Medical 
Boards in an attempt to find a satisfactory so- 
Jution; 

Urged all members of the House of Delegates 
to give full consideration to the preliminary report 
of the Committee on Preparation for General 
Practice and to submit comments and suggestions 
to that committee; 

Expressed the opinion that some operating room 
experience is valuable and necessary training for 
all nurses; 

Recommended that general hospitals, wherever 
‘feasible, be encouraged to permit the hospitali- 
zation of suitable psychiatric patients, and 

Approved a National Interprofessional Code for 
physicians and attorneys prepared by the joint 
liaison committee of the American Medical Asso- 
ciation and the American Bar Association. 

Opening Session 

At the Monday opening session Dr. David B. 
Allman, retiring A.M.A. president, urged every 
physician to rededicate himself to the service of 
mankind and every medical society to strengthen 
its disciplinary system “to prevent the very few 
from besmirching the vast majority of us.” Dr. 
Gundersen, then president-elect, said the Asso- 
ciation is moving ahead in finding the best pos- 
sible ways to serve both the public and the medical 
profession, and he declared there is no reason 
to believe that its influence and impact will not 
continue to grow in the times ahead. The Gold- 
berger Award in clinical nutrition was presented 
to Dr. Virgil C. Sydenstricker, professor emeritus 
of medicine at the Medical College of Georgia. 

Inaugural Ceremony 

Dr. Gundersen, in his Tuesday night inaugural 
address, called upon the medical profession to 
accept its full responsibilities in promoting better 
world health, brotherhood and peace, adding that 
“the time has come when medical statesmanship 
must be used to augment the methods of political 
diplomacy.”’ Dr. Gundersen also presented the 
Distinguished Service Award to Dr. Krusen and 
the special layman citations to Mrs. Sewell and 
Dr. Lal. The Shrine Chanters of Oakland, Calif., 
provided choral numbers during the program. 

Election of Officers 

In addition to Dr. Orr, the new president-elect, 
the following officers were selected by the House 
on Thursday: 
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Dr. W. Linwood Ball of Richmond, Va., vice 
president; Dr. E. Vincent Askey of Los Angeles, 
re-elected speaker, and Dr. Norman A. Welch of 
Boston, vice speaker. 

Dr. Warren W. Furey of Chicago was elected 
for a five year term on the Board of Trustees, 
succeeding Dr. E. S. Hamilton of Kankakee, II. 
Dr. Raymond M. McKeown of Coos Bay, Ore., 
was re-elected for a five year term, and Dr. R. 
B. Robins of Camden, Ark., was named to fill the 
unexpired term of Dr. F. J. L. Blasingame. Dr. 
Leonard W. Larson of Bismarck, N. D., was 
elected chairman of the Board at its organization- 
al meeting after the Thursday elections. 

Dr. George A. Woodhouse of Pleasant Hill, 
Ohio, was renamed to the Judicial Council. Elected 
to the Council on Medical Education and His- 
pitals were Dr. Leland S. McKittrick of Brook- 
line, Mass., to succeed himself, and Dr. John V. 
Bowers of Madison, Wis., to succeed Dr. Victor 
Johnson of Rochester, Minn. 

Dr. R. B. Chrisman, Jr., of Coral Gables, Fla., 
and Dr. J. F. Burton of Oklahoma City, Okla., 
were re-elected to the Council on Medical Service. 
For the same Council, Dr. Russell B. Roth of 
Erie, Pa., was named to fill the unexpired term 
of Dr. H. B. Mulholland of Charlottesville, Va., 
resigned. 

Three members were elected to the Council on 
Constitution and Bylaws: Dr. William Stovall 
of Madison, Wis., to succeed Dr. Stanley H. Os- 
born of Hartford, Conn.; Dr. William Hyland of 
Grand Rapids, Mich., to fill the unexpired term 
of Dr. Floyd S. Winslow, deceased, of Rochester, 
N. Y., and Dr. Walter Bornemeier of Chicago, to 
replace Dr. Furey. 

The House approved a Board of Trustees an- 
nouncement that Miami Beach will replace Chi- 
cago as place of the 1960 Annual Meeting and 
New York will be the site of the 1961 Annual 
Meeting. Action was postponed on selection of 
the city for the 1962 Annual Meeting. 

Rising votes of appreciation were given to Dr. 
Hamilton; Dr. George F. Lull, retiring secretary, 
and Dr. J. J. Moore, retiring treasurer. 

At the Wednesday session of the House the 
Illinois State Medical Society made another re- 
cord state society contribution to the American 
Medical Education Foundation by turning over 
a check for $177,500 to Dr. Lull, now foundation 
president. 
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MEDICAL NEWS SECTION. 
CALENDAR | 
PARISH AND DISTRICT MEDICAL SOCIETY MEETINGS 


Society 


Ascension 
Caleasieu 
East Baton Rouge 
Morehouse 
Natchitoches 
Orleans 
Ouachita 
Rapides 
Sabine 
Tangipahoa 

every month 
Second District 
Shreveport 
Vernon 


AMERICAN ASSOCIATION OF MEDICAL 
ASSISTANTS 

Plans have been made for the Second Annual 
Convention of the American Association of Medi- 
cal Assistants to be held at the Palmer House, 
Chicago, Illinois on October 31, November 1 and 
2, 1958. 

The American Association of Medical Assist- 
ants is made up of men and women employed as 
assistants in the offices of Doctors of Medicine. 
The Association was conceived in Kansas City, 
Kansas, during the fall of 1955, when interested 
persons from fifteen states met to make plans for 
a formal organization. The second meeting was 
held the following year in Milwaukee, Wisconsin 
at which time a Constitution and Bylaws were 
adopted and the Association formally set up. Dur- 
ing this first official year, a great deal of work 
was done and the First Annual Convention was 
held in San Francisco, California in October, 
1957. Now, with a membership of nearly 6,000 
representing seventeen states, and with the ap- 
proval of State Medical Societies and the Ameri- 
can Medical Association, this Association is well 
under way. 

The purposes of the Association are stated as 
follows: To inspire its members to render honest, 
loyal and more efficient service to the profession 
and to the public which they serve. To strive at 
all times to cooperate with the medical profession 
in improving public relations. To render educa- 
tional services for the self-improvement of its 
members and to stimulate a feeling of fellowship 
and cooperation among the Societies. To encour- 
age and assist all unorganized medical assistants 
in forming local and State societies. This Asso- 
ciation is declared to be non-profit. It is not nor 
shall it ever become a trade union or collective 
bargaining agency. 
states 


Several now offer fine educational 


Date 


Third Tuesday of every month 
Fourth Tuesday every other month 
Second Tuesday of every month 
Third Tuesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Second and fourth Thursdays of 


Place 


Lake Charles 
Baton Rouge 
Bastrop 


New Orleans 


Monroe 
Alexandria 


Indepencence 


Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


Shreveport 


courses with the cooperation of their colleges and 
universities which will help the assistant to be- 
come more valuable in the doctor’s office. Physi- 
cians realize that the well-trained assistant is an 
asset to their profession and that these courses 
will relieve them of much of the time-consuming 
work of on-the-job training. The American As- 
sociation plans to offer courses on a national 
level as soon as a suitable curriculum has been 
set up. 

Membership in medical assistants societies 
throughout the country has provided an oppor- 
tunity for the assistant to benefit from the many 
fine lectures, workshops and seminars as a part 
of regular programs. 

The American Association of Medical Assist- 
ants is now offering its members a comprehensive 
insurance program. This is a salary replacement 
(sickness and accident) plan with optional major 
hospital, nurse expense and surgical benefits. 

It is to the advantage of the medical profession 
to have their medical assistants affiliated with 
this organization. 

The American Association of Medical Assist- 
ants would welcome the opportunity to give in- 
formation concerning the organization and to 
assist with the formation of County and State 
Societies. Inquiries may be addressed to Miss 
Hallie Cummins, R.R.L., Chairman of the Pub- 
lic Relations Committee, Medical Record Library, 
Caro State Hospital for Epileptics, Caro, Michi- 
gan. 

It is hoped that an organization of Medical 
Assistants can be formed in New Orleans, and 
eventually throughout Louisiana. To this end, 
will all those interested please write or telephone 
Miss Margaret L. Marks, c/o Dr. Philip H. 
Jones, 4500 Magnolia Street, New Orleans 15, 
La. Telephone TWinbrook 9-1589. 
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SOUTHWEST LOUISIANA GRADUATE 


MEDICAL ASSEMBLY 
MAJESTIC HOTEL 


Lake Charles, Louisiana 


September 12 & 13, 1958 


PROGRAM 


FRIDAY, SEPTEMBER 12, 1958 


Morning Session: 


9:00- 9:30 
9 :30-10:00 


10 :00-10:30 


10:30-10:45 
10 :45-11:15 


11:15-11:45 


12:30- 2:00 


Opening Ceremonies 


“Evaluation and Management of 
Edema” 
William Sodeman, M. D., Chairman 
Department of Medicine, Jefferson 
Medical College, Philadelphia Penn- 
sylvania 


“Pancreatitis; It’s Diagnosis and 
Treatment” 

Howard Mahorner, M. D., Professor 
of Surgery, Louisiana State Univer- 
sity, School of Medicine, New Or- 


leans, Louisiana 
Visit Exhibits 


“Surgery During Pregnancy” 
Isadore Dyer, M.D., Professor of 
Obstetrics, Tulane University 
School of Medicine, New Orleans, 
Louisiana 


“The Toxicology of Organic Poi- 
sons”’ 

Rudolph J. Muelling, M. D., Associ- 
ate Professor of Pathology, Louisi- 
ana State University, School of 
Medicine, New Orleans, Louisiana 


Round Table Luncheons 


Afternoon Session: 


2:00- 2:30 


“Present Status of Treatment of 
Rheumatic Fever’’ 

R. L. Fowler, M. D., Chairman De- 
partment of Pediatrics, Louisiana 
State University, School of Medi- 
cine, New Orleans, Louisiana 


“Low Back Pain”’ 

Thomas H. Blake, M. D., Chairman 
Department of Orthopedics, Univer- 
sity of Mississippi Medical Center, 
Jackson, Mississippi 


“The Toxicology of Important 
Heavy Metals and Inhalant Poisons” 
R. J. Muelling, M. D. 


Visit Exhibits 


Clinico Pathological Conference 


August, 1958 


SATURDAY, SEPTEMBER 13, 1958 
Morning Session: 
9:00- 9:15 Visit Exhibits 
9:15- 9:45 “Hemoptysis; Causes and Manage- 
ment” 
James D. Hardy, M.D., Professor 
and Chairman, Department of Sur- 
gery, The University of Mississippi 
Medical Center, Jackson, Mississippi 
“The Hepatic Coma, Problem Cur- 
rent Status of Recognition and Ther- 
apy” 
J. R. Snavely, M. D., Chairman De- 
partment of Medicine, The Univer- 
sity of Mississippi Medical Center, 
Jackson, Mississippi 
Visit Exhibits 
Panel Discussion 
“Management of the Jaundiced Pa- 
tient” 
Moderator: William Sodeman, M. D. 
Panelists: J. R. Snavely, M.D., 
Howard Mahorner, M.D., J. D. 
Hardy, M. D., R. J. Muelling, M. D., 
R. L. Fowler, M. D. 
Round Table Luncheons 


9 :45-10:15 


10:15-10:30 
10 :30-12 :00 


12:30- 2:00 


Afternoon Session: 
2:00- 2:30 “Use of Digitalis’ 
William Sodeman, M. D. 
“Common Errors in the Treatment 
of Fractures”’ 
T. H. Blake, M. D. 
Visit Exhibits 
“Diagnosis and Treatment of Com- 
mon Peripheral Vascular Diseases” 
Howard Mahorner, M. D. 
“Use of Mercurial Diuretics in Tox- 
emias of Pregnancy” 
Isadore Dyer, M. D. 
“Nephritis”’ 
R. L. Fowler, M. D. 
7:30 Cocktails and Dinner Dance 


Note: Entertainment and Luncheons planned for 
visiting wives. 


2:30- 3:00 


4:15- 


SOUTHEASTERN SURGICAL CONGRESS 1959 
PRIZE SCIENTIFIC PAPER AWARD 

The Southeastern Surgical Congress announces 
its Annual Prize Scientific Paper Award for 1959. 
The best unpublished contribution on surgery or 
allied subjects will be awarded $100.00 and ex- 
penses for the author to attend its next Annual 
Meeting in Miami Beach, Florida. The second 
place winner will receive $50.00 cash and the 
third place winner will receive $25.00 cash. 

The contest is open to residents in AMA ap- 
proved residencies in the states of Alabama, Dis- 
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trict of Columbia, Florida, Georgia, Kentucky, 
Louisiana, Maryland, Mississippi, North Carolina, 
South Carolina, Tennessee, Virgnia and West Vir- 
ginia. Three copies of the paper should be sent 
before December 1, 1958, to the Councilor of the 
state in which the resident is living. The Coun- 
cilor’s name and address may be obtained by 
writing to the home office of the Southeastern 
Surgical Congress at 1032 Hurt Building, Atlanta 
3, Georgia. 

The winner will present his paper before the 
Congress Assembly in Miami Beach, Florida, at 
the Deauville Hotel, Miami, March 9-12, 1959. 
The winner’s expenses to the meeting will be 
borne by the Congress and a prize of $100.00 
cash will be awarded at the annual banquet. 

The Southeastern Surgical Congress reserves 
the right to submit the paper to the Editorial 
Board of its publication, THE AMERICAN SUR- 
GEON, for publication. If the Editorial Board re- 
jects the paper, the author is then free to seek 
publication elsewhere. All manuscripts must be 
typewritten in English in a form suitable for sub- 
mission for publication. 


TETANUS-DIPHTHERIA TOXOID CALLED 
SAFE FOR ADULTS 


Adolescents and adults can now be immunized 
against diphtheria and tetanus without developing 
severe side reactions, a recent study has shown. 

This was reported in the March 29 Journal of 
the American Medical Association by three Cali- 
fornia doctors who inoculated 62 adults with a 
new combined toxoid with favorable results. 

Childhood immunization against diphtheria and 
tetanus is effective and safe. There has been a 
growing need for extending this childhood pro- 
gram into adolescent and adult groups, but, un- 
fortunately, the frequency of their severe local 
and systemic reactions to existing toxoids 
prevented widespread use, the doctors said. 

They added that previous studies indicated 
that a satisfactory combined tetanus and diph- 
theria toxoid for adults could be produced and 
used. The new serum (Adult Dip-Tet) was pre- 
pared in accordance with specifications contained 
in the National Institutes of Health’s minimum 
requirements. Used by the armed forces since 
1955, the toxoid has only recently become avail- 
able to physicians through normal distribution 
channels. 

In the California test, 62 adults, more than 
half of whom were over 35 years of age, were 
given two injections of the combined toxoid at 
four-week intervals. 


has 


“All 62 adults developed a good, solid immune 
status in response to two injections,’ the doctors 
reported. More important, they said “‘no severe 
local or systemic reactions were encountered fol- 
lowing either of the immunizing injections.” 
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EPIDEMIC DIARRHEA CAUSED BY VIRUS 
Two outbreaks of 
hospitalized 


epidemic diarrhea among 
infants were found to have been 
caused by a virus, a group of New York re- 
searchers reported. 

This is “the first instance in which a virus 
isolatable by laboratory methods has been shown 
to be a cause of diarrhea,” they said in the March 
29 Journal of the American Medical Association. 

Bacteria or parasites are known to be a cause 
of some diarrheal diseases, but in about 65 per 
cent of cases, no bacterial or parasitic cause can 
be found. It had generally been assumed that a 
number of viruses may be responsible for these 
illnesses, but a definite viral agent had 
been isolated, they said. 

In the New York outbreaks, ECHO virus type 
18 was found to be associated with every case. 

The two outbreaks occurred in July 1956 at 
New York Hospital. Twelve of 21 infants in the 
premature nursery became ill. A detailed survey 
failed to show any noninfectious or bacterial 
cause for the outbreak. 

Four days after the end of the first outbreak 
a second occurred in a sick infant ward in the 
same hospital. Five babies became ill. The in- 
fection was apparently carried from one nursery . 
to the other by a nurse from whom the virus had 
been isolated. 


never 


MEDICAL PROGRESS, 1958 

Twenty-five exhibits have already been booked 
for the gigantic display which is sponsored by the 
Shreveport Medical Society in cooperation with 
the Louisiana State Medical Society for showing 
at the Louisiana State Fair in Shreveport, October 
18-26, the general chairman reports. It is believed 
that the exhibits will be so numerous and exten- 
sive that an entire building at the fair grounds 
will be required to house them. Fair officials es- 
timate that 300,000 people visited the Medical 
Progress exhibits last year. In addition, there will 
be displays on a wide variety of medical subjects 
sponsored by specialty groups, medical schools, 
the dental profession, the United States Air Force 
and many other agencies. Plans are also being 
made to offer a continuous showing of medical 
films for laymen. 


SMA EXPECTS RECORD ATTENDANCE AT 
NEW ORLEANS MEETING 


Advance registrations for the annual meeting 
of the Southern Medical Association already have 
booked more than half of the available hotel 
rooms in New Orleans and plans are now being 
made to reserve several hundred additional rooms 
in the city’s finest motels. V. O. Foster, SMA 
executive secretary-treasurer, said over 1700 reg- 
istrations have been received by his office with 
the meeting still five months away. According to 
Mr. Foster, this is the biggest advance registration 
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in the association’s history. The program for the 
meeting is shaping up very well. To date, 13 
medical school alumni associations have arranged 
. to conduct reunions during the meeting and 15 
others are expected to do the same. SMA head- 
quarters estimate that total registration will ex- 
ceed 7000. By comparison, the 1955 meeting of 
the SMA in Houston attracted 4000, the 1956 
meeting in Washington, D. C. registered 5000 and 
the meeting in Miami Beach last year was at- 
tended by 6000. Despite the big rush in registra- 
tions, the SMA assures all doctors that it will find 

accommodations for those who submit their re- 
‘ quests for reservations well in advance. The 
SMA meets November 3-6. 


NEWS FROM OCHSNER FOUNDATION 
HOSPITAL 

Dr. Francis E. LeJeune, New Orleans, was 
elected Treasurer of the American Laryngological 
Society at its meeting, May 19, in San Francisco. 

Dr. Willoughby E. Kittredge, New Orleans, pre- 
sented a paper on “Subcapsular Nephrectomy” at 
the American Medical Association meeting in 
San Francisco, June 24. 

Drs. Merrill O. Hines and Patrick H. Hanley, 
New Orleans, attended the American Proctological 
Society meeting in Los Angeles, June 30 - July 2. 
Dr. Hines presented a paper on “Polyps in Child- 
ren” while Dr. Hanley presented a paper on “Man- 
agement of Imperforate Anus.” Dr. Hanley also 
presented and discussed two movies: “Subtotal 
Colectomy and Simultaneous Skin Graft Ileosto- 
my for Acute Fulminating Ulcerative Colitis” and 
“Excision of Huge Sacrococcygeal Meningocele.” 


FUTURE MEETING PLANS THE 
AMERICAN COLLEGE OF OBSTETRICIANS 
AND GYNECOLOGISTS 


Future meeting plans of The American College 
of Obstetricians and Gynecologists are as follows: 
1959—Atlantic City, New Jersey—April 5-9 

Headquarters—Traymore 
All activities except Breakfast Confer- 
ences and banquet in Convention Hall 
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1960—Chicago, Illinois—April 24-27 
Headquarters—Morrison Hotel 
All activities in hotel 

1961—Boston, Massachusetts—April 16-21 
(If no convention hall is available this 
meeting will have transferred to The 
Americana, Bal Horbour, Miami Beach, 
Florida 


ACADEMY OF PSYCHOSOMATIC MEDICINE 

The fifth annual meeting of The Academy 
of Psychosomatic Medicine will be held October 
9-11, 1958, at the Park Sheraton Hotel in New 
York City. The program will be devoted to “The 
Psychosomatic Aspects of Internal Medicine” and 
will include formal papers, panel discussions and 
luncheon conferences. The meeting will be open 
to all scientific disciplines, as well as psycholo- 
gists, social workers and nurses. Information may 
be obtained from Dr. Bertram B. Moss, Suite 
1035, 55 East Washington Street, Chicago 2, 
Illinois. 

Doctors in good standing in the county medical 
society and clinical psychologists with degree of 
Ph.D. are eligible to join the Academy. 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY, INC. 

Applications for certification (American Board 
of Obstetrics and Gynecology), new and re- 
opened, Part I, and requests for re-examination 
Part II, are now being accepted. Deadline date 
for receipt of all such applications is September 
1, 1958. No applications can be accepted after 
that time. 

The members of the American Board of Ob- 
tetrics and Gynecology wish to announce that 
at the recent final examinations for certification, 
the total of 280 certifications out of a group of 
383 candidates examined. 

It is expected that the new Bulletin of the 
American Board of Obstetrics and Gynecology 
will be available some time during the month of 
July. A copy of this booklet may be obtained by 
writing of Robert L. Faulkner, M.D., 2105 Adel- 
bert Road, Cleveland 6, Ohio. 





WOMAN’S AUXILIARY TO THE LOUISIANA STATE MEDICAL SOCIETY 


Mrs. Edward M. Harrell, president, has appoint- 
ed the following Chairmen of Standing Commit- 
tees for 1958-59: 

Archives—Mrs. C. Grenes Cole, New Orleans; 
A.M.E.F.—Mrs. Creighton Shute, Opelousas; Bul- 
letin—Mrs. Robert Young, Abbeville; Civil De- 
fense—Mrs. Julius Daigle, Paincourtville; Com- 
memorations Fund—Mrs. Dwight Danburg, Green- 
well Springs; Doctor’s Day—Mrs. H. Wayne Rich- 
mond, Oakdale; Editor of Publications—News and 
Views, Mrs. Robert E. Rougelot, New Orleans; 


Essay Contest—Mrs. Eldon E. Merse, Melville; 
Finance—Mrs. J. Boring Montgomery, Lafayette; 
Health—Mrs. B. M. Woodard, Lake Charles; 
Historian—Mrs. J. Y. Garber, Lake Charles; Leg- 
islation—Mrs. Aibert L. McQuown, Baton Rouge; 
L.O.S.L.—Mrs. John M. Hopper, Baton Rouge; 
Mental Health—Mrs. Joe R. Ferguson, Jr., Lafay- 
ette; Recruitment—Mrs. Joseph P. Musso, White 
Castle; Organization—Mrs. J. Theron Wiillis, 
Alexandria; Press and Publicity—Mrs. Branch J. 
Aymond, New Orleans; Printing—Mrs. Albert 
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W. Habeeb, Metairie; Program—Mrs. William L. 
Zink, Lafayette; Public Relations—Mrs. Eugene 
H. Countiss, New Orleans; Revision of By-Laws— 
Mrs. W. A. K. Seale, Sulphur; Romance and Re- 
search of Medicine—Mrs. Roy C. Young, Shreve- 


BOOK REVIEWS 
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port; ToDay’s Health—Mrs. Henson Coon, Mon- 
roe; Volunteer Services—Mrs. Milton Honigman, 
Alexandria. 

Mrs. Branch J. Aymond, 
Press and Publicity. 





Fundamentals of Clinical Fluoroscopy, with Essen- 
tials of Roentgen Interpretation, Second Revised 
Edition; by Charles B. Storch, M.D., New York, 
Grune & Stratton, 1957, pp. 305, Illus., 318. Price 
$8.75. 


This is the second edition of a useful and popular 
manual on practical fluoroscopy. As in the pre- 
vious edition it is comprehensive, well-written and 
confined to important and established principles. 
The illustrations are excellent and outstanding. 
The busy reader is able to grasp the fundamental 
principles in the minimum time. The questions are 
thought-provoking and comprehensive. 

The author has thoroughly revised the sections 
of the first edition. He has added new sections on 
neoplastic disease of the fundus, congenital heart 
disease, small bowel examination, intestinal ob- 
struction, fluoroscopy of the gall bladder, and 100 
additional illustrations. The approaching popular 
increase in the use of image intensification and 
cineradiography has been kept in mind in the re- 
vision of the new edition. 

There are nine chapters, a bibliography and an 
index in the book. In general, this is a valuable and 
reliable aid for the medical student and for every 
tions of clinical fluoroscopy. 
physician interested in the indications and limita- 

J. N. ANE, M.D. 





Medical Department, United States Army, Surgery 
in World War II. Ophthalmology and Otolaryn- 
gology. 

In this outstanding work of about 600 pages, 
the section on ophthalmology comprises 378. This 
part is devoted to a chronologic review of the ad- 
ministrative as well as the clinical policies and 
problems in the European, Mediterranean, South 
Pacific, and Pacific areas and the United States. 

Basically, medical and surgical procedures para- 
lleled those used in civilian ophthalmology when 
instruments, drugs, and trained personnel were 
available. Early in the war, especially in the 
Mediterranean and Pacific theatres, slit-lamps, 
large magnets and similar equipment, as well as 
some essential drugs were not available, and did 
not become so until 1945. Frequently the ingenuity 
of our ophthalmologists was illustrated by the con- 
struction of diagnostic instruments such as perim- 
eters and campimeters, as well as by the substitu- 
tion of necessary drugs. 

The error factor in roentgenographic estimation 
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of intraocular foreign bodies was between 5 and 
10 per cent. Berman locators were available only 
in a very few eye centers. Casualties with intra- 
ocular foreign bodies were later given priorities 
in evacuation to special hospitals. Most retinal 
detachments were finally treated at the Valley 
Forge General Hospital by diathermy and the 
Guist operation. 

Early evacuation of eye casualties to the rear 
echelons for definitive care was important. II 
advised debridement of injured eyes at first aid 
stations frequently necessitated extensive plastic 
surgery. The low incidence of sympathetic oph- 
thalmia, however, justified the slight delay in 
skilled surgery by ophthalmologists. 

Two million, two hundred and fifty thousand. 
pairs of glasses were furnished by the army during 
the war. Poor refractions and delayed deliveries 
of lenses were not infrequent. 

The interesting nonsurgical problems involved 
the prevention and treatment of ocular diseases. 
Nutritional amblyopia was not infrequent after 
release from Japanese prison camps. Thirty-six 
per cent of optic nerve and retinal edema occurred 
in scrub typhus patients. Occasionally corneal 
edema followed atabrine therapy. 

Prior to World War II, ocular prostheses were 
made almost exclusively of glass. The use of 
acrylic artificial eyes was instituted by the Dental 
Division in 1944, when it was found that these 
appliances could be made quickly and in large 
numbers by easily trained technicians. Acrylic 
prostheses were superior to those of glass both 
cosmetically and practically. 

Elaborate rehabilitation centers for blinded cas- 
ualties were established at the Evergreen School 
in Baltimore, Valley Forge General Hospital in 
Pennsylvania, and the Old Farms Convalescent 
Hospital in Connecticut. A definite graded pro- 
gram, consisting of three periods, was provided 
newly blinded soldiers to help them through a very 
difficult period of adjustment. Self sufficiency 
was attained through special training, physical 
reconditioning, and emotional readjustment. In- 


struction in Braille, typing, music, and various 
forms of occupational therapy were available. 
Guide dogs were not usually a part of the re- 
habilitation program. 

Aside from being very readable, well organized, 
and interesting, this volume provides an excellent 
résumé of the ophthalmic mistakes which were 
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most frequent during the first half of the war, as 
well as possible suggestions for their future pre- 
vention. It should be in every medical library 
and should be read by all ophthalmologists in- 
terested in the military service. 

Drs. Gus C. AND CHAS. A. BAHN 


Medical Department, United States Army, Surgery 
in World War II. Ophthalmology and Otolaryn- 
gology. Ophthalmology ed. by M. Elliott Ran- 
dolph, M. D. Otolaryngology ed. by Norton Can- 
field, M.D. Washington, D. C., Government 
Printing Office, 1957, pp. 605. Price $5.00. 
The section on otolaryngology in this volume 

deals with the management of the problems in this 

specialty encountered in service personnel during 

World War II. These problems were not limited 

to combat casualties. This is a specialty in which 

the problems of peacetime are also encountered, 
often in a greatly exaggerated form, in time of 
war. 

The text covers the administrative aspects of 
otolaryngology in wartime, a general review of 
clinical policies, and certain special clinical con- 
ditions. 

The administrative section chiefly concerns oto- 
laryngology in the European Theater of Opera- 
tions. It tells, in detail, the utilization of special- 
ized personnel, who were always in short supply; 
the difficulties under which they worked, one of 
the chief being shortages of equipment; and the 
other problems of medical and surgical care in a 
combat zone. One of them was the management 
of maxillofacial injuries which, at least ideally, 
were handled by teams composed of an otolaryn- 
gologist, a maxillofacial surgeon, and a dental sur- 
geon. 

Both overseas and in the Continental United 
States, nasopharyngitis and tonsillitis were the 
otolaryngologic conditions most frequently en- 
countered. In the Pacific, otitis externa was re- 
sponsible for a serious loss of manpower hours 
and proved as difficult and perplexing to treat as 
it frequently is in civilian practice. 

The subject of deafness occupies several chap- 
ters. Auditory impairment due to battle-incurred 
acoustic trauma was a distinct entity in Ground 
Forces in World War II. The discussion of the 
diagnosis of this type of deafness and of its man- 
agement and the disposition of the casualties who 
presented it is extremely interesting, and the 
statistics and conclusions are both valuable. 

Functional deafness was also an important cause 
of disability in World War II. Narcosynthesis 
proved a useful technique in the diagnosis and 
management of selected cases. One chapter is 
devoted to this new modality. 


There is an excellent chapter on the Army pro- 


gram for the aural rehabilitation of deafened 
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casualties. This program, which was carried out 
in special centers, represents the first use of inte- 
grated, trained personnel in the management of 
auditory impairment. The same pattern is now in 
use, and is proving remarkably effective, in speech 
and hearing centers all over the country. 

The final chapter in this book is an informative 
discussion of facial paralysis of both traumatic 
and nontraumatic origin in military personnel by 
Dr. Frank D. Lathrop. The illustrations are excel- 
lent and the description of the technique clear and 
precise. The discussion covers probably the largest 
series of such injuries in the medical literature. 

This extremely interesting chapter, like the rest 
of the text, can profitably be read by every oto- 
laryngologist who is interested in the techniques 
of the specialty both in peace and in war. 

HAROLD G. Tass, M. D. 


Allergy 
field, 


in Childhood; by Jerome Glaser, Spring- 
Illinois, Charles C Thomas, 1956, 529 p., 
price $12.50. 

This is a comprehensive book on allergies and 
includes a paragraph on every kind of an allergic 
problem in children. It is complete in all details 
including the use and abuse of drugs. Many, many 
pearls can be picked up on all problems of diag- 
nosis, treatment, and management of allergic dis- 
eases in childhood. The reviewer dislikes return- 
ing the book. 

SUZANNE SCHAEFER, M. D. 
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